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Estimating Adequate Provision for 
Organized Care of the Sick* 


By HAVEN EMERSON, M.D. 


New York City 


Y THE use of the word “organized” we ex- 
B clude from our present discussion the care 

of the sick by the independent practitioner 
of medicine who treats patients at his private 
office or in their homes, on the basis of personal 
relationship of employment for pay or without 
charge. Organized care of the sick by affiliation 
among private practitioners as a group employed 
by the community on a basis of salaries, for all 
kinds of medical service, may develop in the fu- 
ture but there is no basis at present upon which 
an estimate of the adequate amount of such a 
service can be made. 

At present we find in use seven types of care 
of the sick organized by official or nonofficial 
agencies and supported by tax levies, endowments 
and contributions. In order of development these 
are: hospital care of bed patients in general and 
special hospitals; out-patient care of ambulatory 
patients in out-patient departments and clinics; 
medical attendance of the sick at home by city or 
district physicians; bedside nursing care of the 
sick at home by visiting or public health nurses; 
medical social service by hospital social workers ; 
eare of the chronic sick in hospitals for the 
chronic sick; care of convalescents in convales- 
cent homes and hospitals. 

Fortunately no standards have been officially 
established that have in any way hindered, lim- 
ited or molded the character and amount of these 
services. Each community has done what its 
conscience and its pocketbook found practicable 


- Read at the New England Health Institute, Boston, April 15, 1930. 





for the humane care of the sick, in almost all 
instances without any central direction, policy, 
financial control or assistance. Furthermore, 
study of the extent to which communities use 
their facilities for organized care of the sick is 
in its infancy. 

Experience has shown, however, that com- 
plaints of the sick, or complaints made on their 
behalf, inconvenience to physicians and avoidable 
suffering and deaths occur when the amount and 
quality of these several types of medical care 
fall below a reasonable performance. 

As far as an acceptable amount and quality 
constitute a current standard, we may say that 
the following provisions are necessary to-day for 
the care of the sick in urban communities of 
50,000 or over. 

In regard to hospital care, five beds per 1,000 
of the population are needed for acute general 
medical and surgical patients, both adults and 
children, and for maternity cases and the new- 
born. This number is based on an average length 
of hospital care of about fourteen days per pa- 
tient, and a use of the beds to 80 per cent of their 
capacity throughout the year. While the use of 
general hospital beds in large industrial commu- 
nities in the United States varies apparently ac- 
cording to local demand and need from 3 per 
1,000 of the population to as much as 9, the pro- 
vision of 5 beds per 1,000 will rarely need to be 
exceeded. In small towns and many rural areas 
not affected by serious occupational hazards or 
the illnesses that accompany congested housing in 
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cities, as low a ratio as 2 beds per 1,000 appears 
to satisfy the demand. 

Of these beds 1/10 should be available for chil- 
dren other than the newborn. For maternity 
patients the number of beds depends upon two 
major factors, the birth rate in the community 
and the custom of the people with regard to home 
or institutional care of confinements. If experi- 
ence shows that 50 per cent of the births of a 
community generally occur in hospitals and the 





ESTIMATED NEEDS FOR ORGANIZED CARE OF 
THE SICK IN A CITY OF 100,000 POPULATION 


Hospital Beds 


For: 

General medical, surgical, children and 
a errr rrr Tee 500 

ee ake ewe eae et 50 

ee 44 
Communicable diseases ............... 50 
cee ci bb eewet eevee 80 
tee ind ss ceca bubire balaes 200 
Convalescent patients ..............0.. 75 
ye i ty ha ee 600 
1,505 


Out-Patient Services 
Doctor hours per week (all out-patient 


departments, medical and dental) .... 125 
Of these for: 
Tuberculosis ....10 doctor hours per week 


Venereal disease 19 doctor hours per week 
Heart disease ...14 doctor hours per week 
as a ewe 50 
Medical social service workers ......... 12 











annual birth rate is 18 per 1,000 of the popula- 
tion, 44 beds for maternity patients would be 
needed for a population of 100,000. On the basis 
of present day obstetrical practice 1 hospital bed 
will provide for 21 maternity patients in a year. 

Increase of hospital accommodations should in 
general be undertaken by any community only 
after it has studied the demand as well as the 
need for hospitalizing the sick in its particular 
population group. 

For acute communicable diseases additional 
hospital provision should be made up to 1 bed 
for each 2,000 of the population, the variables 
in this field being the attitude of the health officer 
toward hospitalization and the degree of room or 
home crowding that prevails in the families with 
children under school age. If these beds are 
provided under the management of a general hos- 
pital in an attached pavilion or ward equipped 
for cubicle care and are made convenient for the 
practice of aseptic medical technique, probably 
during six months of the year they can safely be 
used for other than reportable communicable 
diseases, especially in children. 
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For patients with tuberculosis there are needed 
as many beds as there are annual deaths from 
this disease in the community. In other words, 
for a population of 100,000 among whom there 
have been on the average 80 deaths from tuber- 
culosis for the past five years 80 beds would be 
needed. 

For mental patients there are needed under 
state and local auspices approximately 6 beds per 
1,000 of the population because at present 
throughout the United States there are hos- 
pitalized, often in dangerously overcrowded hos- 
pitals, 118 mental patients for every 100 general 
hospital patients under care in other hospitals. 

About one-fourth of the entire population of 
our large cities applies at out-patient departments 
for the diagnosis and treatment of medical and 
dental conditions in the course of a year, and each 
patient makes an average of 3 such visits. If 
we allow an average of 10 such services an hour 
for each physician or dentist in attendance, there 
will be needed a total of 125 professional hours 
of dispensary service weekly throughout the year, 
or the time of twenty-one doctors or dentists giv- 
ing two hours a day three days a week through- 
out the year for each 100,000 of the population. 
At present, the above specifications prevail sub- 
stantially in New York and in Philadelphia. 
Adequate data are lacking for an exact estimate 
of needs, demands and uses of out-patient de- 
partment facilities, but it is evident that a much 
smaller provision is offered and less use is made 
of out-patient services in smaller cities than in 
the large ones referred to. 

Included in this out-patient care of the sick 
are three classes of service sometimes referred 
to as health clinic services, but nevertheless, in 
objectives and all essentials, constituting primar- 
ily out-patient activities for diagnosis and treat- 
ment of tuberculosis, heart disease and venereal 
disease. 


Meeting Out-Patient Needs 


For an out-patient service adequately to meet 
the demands of patients and the health depart- 
ment, the following number of doctor hours per 
week for each 100,000 of the population should be 
provided, on the basis of experience in New York 
City in 1929: for tuberculosis, 10 hours; for 
heart disease, 14 hours, and for venereal disease, 
19 hours. 

At present, the provision of physicians by of- 
ficial or voluntary agencies to care for the sick 
in their homes is rarely made in our cities, and 
when it is provided it brings little credit to the 
service or a good grade of medical care to the 
patients. There is no common experience by 
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which the adequacy of the amount of service by 
district or city visiting physicians can be meas- 
ured. The work of the physicians of the Boston 
Dispensary in visiting the sick at home is an out- 
standing example of a good service of this kind. 
There are no instances of similar high grade 
work under official auspices, although a well co- 
ordinated piece of hospital, out-patient and home 
visiting service is provided in Buffalo. 

For bedside nursing of the sick at home we 
cannot separate the supervisory, educational, 
preventive and sanitary functions of the visiting 
nurse from those contributing to the comfort and 
treatment of the sick. Our standard for both 
types of service can be safely left at the level 
provided in the best equipped New England 
cities, that is, 1 public health or visiting nurse 
for each 2,000 of the population, or 50, including 
supervisors and director, in a city of 100,000 
population. The average ratio of public health 
or visiting nurses in the largest twenty-three 
cities in the United States is 1 nurse to each 
5,000 of the population. 


Ratio of Social Workers to Patients 


An important type of organized care of the 
sick is medical social service. Using the experi- 
ence of Philadelphia in 1929 as a basis, it is 
found that to provide medical social service that 
conforms to the standards of the American Asso- 
ciation of Hospital Social Workers, there is 
needed 1 social service worker for each 2,000 of 
combined ward and out-patients cared for in a 
year in the community. We may expect a popu- 
lation of 100,000 to require such ward and out- 
patient care for at least 24,000 patients in a year, 
thus calling for the services of 12 medical social 
service workers. Ratios as high as 1 hospital 
social worker for every 300 hospital bed patients 
have been proposed as necessary by responsible 
members. 

For the care of the chronic sick at least 2 beds 
are needed for each 1,000 of the population, or 
200 in a city of 100,000. It will be recalled that 
surveys of the chronic sick revealed not less than 
1 such patient for each 200 of the population. An 
incidence of 1 person with total disability from 
invalidism for each 100 of the population has been 
reported from Massachusetts by Dr. Herbert L. 
Lombard of the State Department of Health. Of 
the 500 chronic sick in our theoretical city of 
100,000 persons, some will be cared for at home 
but at least 200 will at all times need hospital 


care. 
For convalescent care in hospitals and out- 

patient departments 75 beds will be needed. This 

is based on the estimated 10 per cent of hospital 
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patients and an added 2 per cent for out-patients 
who will need three weeks’ convalescence. These 
beds will be used almost to full capacity through- 
out the year, or at the rate of 17 convalescent pa- 
tients per bed during the year. 

In using the term “adequate provision” for the 
sick my intention has been to deal with the gen- 
eral quantitative provision of facilities and per- 
sonnel of professional grades and not to consider 
the quality of diagnosis and treatment offered, 
which is another problem. 

The accompanying table summarizes the pro- 
visions considered essential for a city of 100,000. 





‘ 


The Hospital as a Testing Laboratory 
for New Remedies 


How new remedies may be tested in the hospital was 
the subject of a paper read by Dr. Torald Sollman, pro- 
fessor of pharmacology and materia medica, Western 
Reserve University School of Medicine, Cleveland, at the 
meeting of the Congress on Medical Education, Med- 
ical Licensure and Hospitals of the American Medical 
Association. 

The hospital is preeminently the place for critical evalu- 
ation of new drugs, Doctor Sollman said, because of the 
concentration of patients at one time and one place and 
because more technical equipment is available than in 
private practice 

New remedies that are constantly being introduced 
offer timely and urgent problems for investigation, Doctor 
Sollman pointed out. He believes that there are all too 
few physicians who are sufficiently interested in making 
this intensive investigation. There is no lack of measures 
of treatment; there is lack of knowledge of their worth. 
The physician can scarcely approach a bedside without 
having to decide between opinions without adequate 
foundation of critically sifted facts. 

A serious result of using drugs with widely advertised 
names is that patients tend to continue to use them 
without medical advice. Many drugs are safe to use for 
short periods, but large doses over long periods are 
dangerous. 





New Jersey Restricts Private Practice 
of Its State-Employed Doctors 


Doctors who are employed and reside at state institu- 
tions are to be prohibited from engaging in a general 
private practice under a ruling of the state board of con- 
trol it was announced orally by the state institutions com- 
missioner, William J. Ellis. 

The only outside professional activities to be allowed, 
Commissioner Ellis explained, will be consultation work 
in cases in which the doctors are specialists and in court 
cases calling for expert witnesses. 

After a statewide investigation, following complaints as 
to outside activities by some of the resident doctors, the 
board determined, said Mr. Ellis, that service to the wards 
of the institutions where they are employed should be the 
first responsibility of the doctors and that their institu- 
tional work should be classed as full time. 
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St. Mary's Hospital 


Trees surrounding the stately main entrance of this hospital at Saginaw, Mich., 
produce a pleasing effect of light and shadow. The hospital has a training school for 
nurses and facilities for ninety patients. Sister Vincent is in charge. 
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Where Color and Utility Are 
Harmoniously Combined 


By LEWIS A. SEXTON, M.D. 


Superintendent, Hartford Hospital, Hartford, Conn. 


large area is by no means the ideal method 
of expansion and it is an impossible one for 
institutions that are situated in the center of 
cities. To hospitals, however, that have grounds 
sufficiently ample to permit the addition of special 
buildings connected by corridors from one main 
center the method has advantages worthy of se- 
rious consideration. One outstanding advantage 
is the possibility that interested persons will do- 
nate such units as gifts or memorials. Many per- 
sons can be induced to spend $50,000 or $100,000 
on an individual unit who would not consider 
spending that amount for a community project. 
Once an institution gets started on this sort of 
program the stimulus spreads. As a result there 
appear numerous donors who do not like to be 
outdone even in philanthropic projects. 
During the past nine years, Hartford Hospital, 
Hartford, Conn., has been the recipient of nine 
such buildings, ranging in cost from $50,000 to 


sh SCATTER small individual units over a 





$350,000. While this sort of building program has 
decided disadvantages in the wide horizontal dis- 
tribution of food, supplies and equipment, it also 
has certain advantages in that not one of the don- 
ors who gave the various units would have con- 
sidered contributing any such amount to one huge 
building in which to house all of these activities. 
This means, of course, that unless we had ac- 
cepted them as individual units we would not have 
anything like our present complete equipment. 
Another great advantage in having the interest of 
these persons is the wholesome influence it may 
have on coming generations. A further advantage 
is the fact that if we should have a disastrous fire 
it would not destroy the entire plant. 

These preliminary remarks on individual units 
are intended as an introduction to a brief descrip- 
tion of the Florence Crane building of Hartford 
Hospital which was designed especially for the 
care of eye, ear, nose and throat cases. 

It is a four-story building of brick and Connecti- 
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The Florence Crane building of the Hartford Hospital is of brick and Connecticut brownstone, 





_— EEE 


a 


i aed 
































THE MODERN HOSPITAL 





54 
sent ROOF 
—TTl warp 5 Sutpng - PRLS 
cS. Down 
‘e) 
\ \ 8 
Surgeons wont 
LOCKER. 
Room Linen 
a ELEY 
a i 
2 fru 
Nurses, 0 i 
EYE EXAMuMING Work fF ley 
ROOM © ROOM 1 oy 
i}! DARK 1 ol 
| Room IU ey 
LOS. 4 Ter. | Maip 
ut te 
Root CORRIDOR 
iced 4 





TIF 








2. i 





> SCRUB 
UP U EAR 
Ey£ OPERATING OPERATING 
ROOM ROOM 
co 
SUPPLY || 





The entire fourth floor, 
above, 


a plan 


Saul 
Nose AND THROAT 
OPERATING 


ROOM 


below. 





Vol. XXXV, No. 3 


cut brownstone, of pure Bullfinch architecture and 
fire resistive throughout. The floors are all of 
terrazzo except the corridors, which are of rubber 
tile. The building is supplied throughout with elec- 
tric refrigerators and a water cooling system with 
outlets on each floor. There is a spacious elec- 
tric refrigerator on each floor for the patients’ 
flowers at night. Each floor is supplied with a 
cloak and toilet room for the nurses. Ample pro- 
vision is made for the storage of linen and sup- 
_ plies. There is a public 

telephone booth on each 


ANAES- ‘ a 

THESIA dso AnD floor in addition to the 
NROAT MININ ° 

anaes A — service phone for nurses’ 


use. All of the rooms on 
the third floor have tele- 








| SuPPLy 


of which is shown 
is devoted to operating rooms and examining 
rooms and the facilities for carrying on such work. 
An operating room in use is shown in the illustration 


i phone connections. The 
service rooms and all 
the corridors are sound- 
proofed. 

The building is equip- 
ped with an electric wind 
indicator which by 
means of a dial on each 
floor registers the direc- 
tion from which the wind 
is coming and its veloc- 
ity. This device has 
been installed for the 
information and amuse- 
ment of the _ patients. 
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The first floor is designed for the care of ward 
patients and has twenty-eight beds, ten of which 
are for tonsil cases in children. These are so 
situated that there will be three doors between 
these and the other patients which will reduce to 
a minimum any annoyance they might cause. 
Each patient will be in an individual cubicle. The 
remaining wards on the first floor have seven 
and four beds each, respectively, and each 
is a complete unit in that it has its own toi- 
let, bath and service accommodations. The ele- 
vator and service rooms on each floor are so 
placed that any noise that may ema- 
nate from them is well shut off from the pa- 
tients. 

The second floor, = 
which has _ twenty-two | 
beds, is designed for pa- - i 
tients of moderate means 
and is divided into small 
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A private room, shown above, is decorated in 

warm colors, and cheerful chintz draperies and 

upholstery add a cheerful note. The plan of the 

first floor, shown below, illustrates the facilities 
for ward patients. 
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cubicle wards and semi- 
private rooms. It is our = Rumor 
hope that hospital serv- 
ice in this department 
may be given to the pa- 
tient at cost. 

The third floor is de- 
signed to offer the best in 
hospital accommodation. Posen 
There are three suites 
and one individual room. 
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The suite in the southeastern corner of the build- 
ing, while not as spacious as the other suites, is 
amply large and is well lighted and well ventilated. 
The bathroom is finished in old ivory and blue tile. 
The tub, toilet and lavatory all match. 

The two suites in the front of the building are 
arranged with a deep vestibule which adds greatly 
to the privacy of the rooms. The bathrooms are 
done in old rose tile throughout. The tub, toilet, 
lavatory and dressing tables are of the same color. 
The matching lighting fixtures help to create a 
harmony of color not heretofore seen in hospital 
construction. 

The individual room in the southwest corner of 
the building is 15 by 20 feet and has three large 
windows, two facing south and one facing west. 
The bathroom, which is 8 by 12 feet, is done in 
orchid tile, with the tub, toilet, lavatory, dressing 
table and trim in Nile green. The tubs in all of 
these suites are recessed with arched canopies 
of ceramic tile. 

This type of equipment is entirely new and is 
further proof of the fact that the stereotyped hos- 
pital with its bleak white walls and equipment 
has gone and in its place have come all of the 
warm colors that lend so much to the charm of the 
better private homes. 

The fourth floor is devoted entirely to operat- 
ing and examining rooms and to the facilities nec- 
essary for carrying on this work. A suite op- 
posite the ear, nose and throat examining room 
cares especially for the tonsil cases. Next to this 
suite comes the ear operating room, and at the 
northeast corner is the eye operating room, which 
is directly opposite the eye examining room. Each 
of these operating rooms is supplied with an in- 
dividual illuminating cabinet for displaying x-ray 
pictures. Each room also has its built-in cabinets 
for instruments, dressings and supplies. Consid- 
erable thought has been given to the operating 
equipment which has been made as nearly com- 
plete as possible. 

Because the eye examining room had to be suf- 
ficiently long for refraction work, we were able 
to create a dark room for transillumination work, 
a room we have never had before. 





Other Costs Beside Medical Care Now 


Included in Committee’s Study 

At the Spring meeting of the Committee on the Cost of 
Medical Care in Washington, a special committee of 
private practitioners was appointed to consider the rela- 
tion of the committee to the private practitioners of the 
country. This committee is now making public the fol- 
lowing statement for the information of these private 
practitioners on the scope and aim of the committee’s 
work. 
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It was clearly recognized by all present at the meeting 
that the committee has undertaken a program of studies 
which in its scope goes far beyond that part of the cost 
of medical care that physicians provide. The expense 
of several other kinds of service now looms large in 
the total cost of many illnesses. Special emphasis was 
given at the meeting to the question of the adequacy of 
the various services available in a community. The 
committee adopted a statement of three fundamental 
principles proposed by the chairman, which should go a 
long way toward reassuring those who have been appre- 
hensive regarding the nature of the committee’s ultimate 
recommendations. 

1. The committee is interested in far more than the 
physician’s bill, which, in many instances, is consider- 
ably less than half the total cost of illness. Hospital 
care, nursing, dentistry, laboratory examinations and 
medicines often involve considerable expense, as is clearly 
shown by several of the committee’s studies which are 
now being completed or have already been reported upon. 
In Shelby County, Indiana, recently surveyed, the ex- 
penditures for various kinds of medicines constituted over 
one-third of the total expense for medical care, and were 
20 per cent greater than the costs of physicians’ services. 
It is also becoming apparent that a great deal of money 
is being spent for useless medicines and for various ir- 
regular forms of treatment. 

2. Dr. Ray Lyman Wilbur, chairman of the committee, 
proposed at the meeting a statement of three funda- 
mental principles for the consideration of the committee. 
The entire committee adopted with a few verbal changes 
the three principles. These are as follows: The personal 
relation between physician and patient must be preserved 
in any effective system of medical service; the concept 
of medical service of the community should include a 
systematic and intensive use of preventive measures in 
private practice and effective support of preventive 
measures in public health work; the medical service of a 
community should include the necessary facilities for 
adequate diagnosis and treatment. 


Scope of Committee Is Indicated 


In order to indicate clearly the broad scope of the 
committee’s work, it was decided to make a slight change 
in its name. The word “cost” is to be changed to “costs.” 
The complete name of the committee, with its subtitle, 
will henceforth be “The Committee on the Costs of Med- 
ical Care—Organized to Study the Economic Aspects of 
the Prevention and the Care of Sickness, Including the 
Adequacy, Availability and Compensation of the Persons 
and Agencies Concerned.” 

One vital problem before this committee is the deter- 
mination of what is reasonably adequate care. In many 
cases of obscure disorders and serious illness, expensive 
facilities are essential. Presumably, there must be avail- 
able in the community well trained general practitioners, 
certain specialists, dentists, nurses, hospitals and health 
agencies to care for the sick. 

The aim of the committee is to study the problem de- 
scribed by Dr. Olin West, secretary, American Medical 
Association, as the one great outstanding problem before 
the medical profession to-day. This he says is that in- 
volved in “the delivery of adequate, scientific medical care 
to all the people, rich and poor, at a cost that can be 
reasonably met by them in their respective stations in 
life.” The committee is endeavoring to establish a founda- 
tion of facts that have an important bearing upon this 
problem. The program of studies is a comprehensive one. 








September, 1930 


THE MODERN HOSPITAL 








57 


Seeing Hospitals With Florence 
Nightingale 


By S. S. GOLDWATER, M.D. 
New York City 


LORENCE NIGHTINGALE’S “Notes on 

Hospitals” is a document that every student 

of hospitals should be required to read at 
least once a year, not because all of its doctrines 
are either perfectly sound in the light of modern 
knowledge or quite applicable to present condi- 
tions, but because for boldness of aim, warmth 
of expression and breadth of view it has no equal 
in hospital literature. 

One can readily imagine the spirit of Florence 
Nightingale hovering over the hospitals of the 
English-speaking world, beaming with proud sat- 
isfaction at the sight of those that embody the 
principles for which she fought so valiantly, 
wondering a little at the modification of stand- 
ards that she regarded as firmly established and 
casting minatory glances at the few remaining 
hospital planners whose disregard of essential 
sanitary needs invites a return of the shocking 
hospital mortality that aroused her righteous 
wrath. 

The hospitals that Florence Nightingale at- 
tacked were, as she saw them, public nuisances. 
The “actual mortality in hospitals,” she declares, 
“especially in those of large crowded cities, is 
very much higher than any calculation founded 
on the mortality in similar classes of disease 
among patients treated out of hospitals would 
lead us to expect.” It was because the prevail- 
ing hospital treatment seemed little short of a 
calamity that she decided “to examine into the 
influence exercised by hospital construction on 
the duration and death rate” of cases treated in 
hospital wards. 


Uniform Methods of Accounting Urged 


Without resort to statistics it was impossible 
either to present a clear picture of the conditions 
or to record in an accurate manner any progress 
that might be made, but comparative hospital 
statistics would be of little value unless they were 
based upon a uniform method of tabulation. Miss 
Nightingale proposed the compilation of statistics 
that would validate comparisons not only in Eng- 
land but internationally, and they were to be col- 
lected with half an eye fixed upon the results 


of treatment in a medical sense and the other 
half focused upon hospital economy, for “if by 
any sanitary means or improved treatment the 
duration of cases could be reduced to one-half, 
the utility of the hospital would be doubled so 
far as its funds are concerned.” 

We are apt to think of the famous “Notes” as 
the English classic on hospital planning, but it 
is a question whether the author did not put into 
the seven-page appendix on “Different Systems of 
Hospital Nursing” more acute observation, wis- 
dom and administrative genius than is contained 
in the major text. I had intended in this article 
to deal exclusively with the discussion of the prin- 
ciples of hospital planning, but I cannot resist 
the temptation to reproduce Miss Nightingale’s 
views on a question of administrative policy that 
remains a bone of contention to this day, namely, 
the control of the nursing department. 


Single Versus Dual Hospital Control 


As Miss Nightingale saw it, the problem was 
one of single versus dual hospital control and her 
reasons for advocating dual control are shrewdly 
put. “The administration complains of the Sis- 
ters, and the doctors wish the Sisters were com- 
pletely under them. The Sisters complain of the 
administration and wish that the order had the 
hospital completely under itself. And the colli- 
sion and competition do the greatest possible 
good.” Systems in which there is but one sole 
authority over both nurses and administration, 
Miss Nightingale declares, are equally to be 
deprecated. If the nurses “are under the sole 
command of male hospital authorities, the ar- 
rangement as to hours, proprieties and sanitary 
rules generally would strike anyone as all but 
crazy.” If, on the other hand, the nursing staff 
is in sole command of the hospital, “the arrange- 
ments are generally nearly as crazy as in the 
former case, although the objects and results are 
widely different.” 

“If we were perfect,” Miss Nightingale goes 
on to say, “no doubt an absolute hierarchy would 
be the best kind of government for all institu- 
tions. But, in our imperfect state of conscience 
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and enlightenment, publicity, and the collision re- 
sulting from publicity, are the best guardians of 
the interests of the sick. A patient is much better 
cared for in an institution where there is the 
perpetual rub between doctors and nurses, be- 
tween students, matrons, governors, treasurers 
and casual visitors, between secular and spiritual 
authorities, than in a hospital under the best 
governed order in existence, where the chief of 
that order, be it male or female, is also chief of 
the hospital. Taking the imperfect general run 
of human things, for we are considering men and 
not angels, public opinion is a higher average 
standard than individual opinion. For many 
years I have been trying to find out how this 
could be, since public opinion is made up of in- 
dividual opinions. I think it is because A will 
be much more rigid in making B mind B’s busi- 
ness than in minding his own.” In hospital ad- 
ministration as well as in the government of 
states there seems to be need of checks and bal- 
ances. The judgment of doctors and nurses is 
just as likely to be warped by too much authority 
as that of kings and parliaments. 


Hospital Evils of an Earlier Day Discussed 


Turning to the principal text of the “Notes,” 
we find it full of strong convictions forcibly ex- 
pressed. Hospital conditions were intolerable, 
and Miss Nightingale was not one of those timid 
souls who hesitate to speak out in meeting. The 
cardinal sin of hospitals was overcrowding, which 
was taking a terrific toll of human life and must 
needs be stamped out. While considerable prog- 
ress had been made during the century preceding 
the publication of the “Notes,” much remained 
to be done. As late as 1788, each of the beds in 
the Hotel Dieu in Paris was intended to hold 
either two or four patients; 250 years earlier 
beds were shared by from eight to twelve patients 
who took their places in bed in relays, forms be- 
ing provided on which the sick whose turn it 
was to be out of bed could rest in the meantime. 
A long step in advance was taken when hospitals 
conceded the right of each patient to occupy his 
own separate bed, but patients in overcrowded 
wards continued to endanger each other’s lives. 
“Infection and incapable management or bad con- 
struction are in hospitals as well as in towns 
convertible terms.” There were four principal 


defects to which hospital disease (disease con- 
tracted in hospitals or aggravated by hospital 
conditions) was due, namely, the agglomeration 
of a large number of sick under one roof; defi- 
ciency of space per bed; deficiency of ventilation 
and deficiency of light. 

Pleas for fresh air in hospital wards are not 
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unfamiliar to-day, but they are seldom presented 
in the manner of Florence Nightingale, who was 
nothing if not outspoken. “The want of fresh 
air,” she declares, “may be detected by the ap- 
pearance of patients sooner than any other want. 
No care or luxury will compensate for its ab- 
sence. Unless the air within the ward can be 
kept as fresh as it is without, patients had better 
be away.” This is, of course, the principle that 
public authorities have in mind when they specify 
minimum cubic space per patient in hospital 
wards, but it is a notorious fact that the very 
states and municipalities that enact such regula- 
tions and that more or less apathetically seek to 
enforce them with respect to private hospitals 
are often the worst offenders against the sick 
through the overcrowding of public hospitals for 
the sick and the mentally ill. 

To establish a scientific basis for her demand 
for fresh air and plenty of it (which, by the 
way, she believed obtainable only by open win- 
dows and open fireplaces), Miss Nightingale cites 
the rate of production of carbonic acid during 
respiration and the exhalation by adults of “three 
pints of water in twenty-four hours,” with which 
there is thrown off “a large quantity of organic 
matter ready to enter into a putrefactive condi- 
tion.” The rebreathing of air thus polluted by 
respiration she regarded as equivalent to the “‘re- 
introduction of excrementitious matter into the 
blood through the function of respiration,” and 
as it is “a natural law that all excretions are 
injurious to life if reintroduced into the system, 
it is easy to understand how breathing damp, 
foul air of this kind will tend to produce disease.” 
And yet, the ““Notes” proceed to say, the manage- 
ment of a hospital ward from the standpoint of 
ventilation, far from being the first thing taught 
hospital attendants, “is not even the last thing 


taught to them.” 
“Notes” Show Keen Observation 


It is not surprising to find in the “Notes” 
points of view and standards of measurement that 
are scarcely applicable to-day. For example, far 
greater quantities of water are required in mod- 
ern hospital practice than were used seventy years 
ago. The consumption of water in the English 
hospitals of Florence Nightingale’s time aver- 
aged only twenty-five gallons per person per day. 
In this calculation there was included the con- 
sumption of water by the hospital officers and em- 
ployees whose numbers “were roughly estimated 
as 150 for 500 beds.” Think of the administra- 
tive restraint that would be required to-day to 
staff a general hospital of 500 beds with only 150 
workers of all degrees! But the “Notes” are 
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punctuated with observations that are keen, es- 
sentially sound, and perpetually valuable as re- 
minders to those who are responsible for building 
safe hospitals and for keeping them safe. Any 
one of the following sententious utterances might 
profitably be framed and hung over the desk of 
a hospital superintendent to-day : 

On the supervision of patients: “One head nurse 
can easily overlook all the patients in one large 
ward; in four small wards it is almost impossi- 
ble.” 

On the need of air space for students in teach- 
ing hospitals: “Where clinical instruction is in- 
tended, to admit even a class of six students into 
a ward of twelve sick increases the population in 
the entire space by half.” 

On the effects of light: “All hospital buildings 
in this climate should be erected so that as great 
a surface as possible receives direct sunlight. The 
effect of light on health and disease has long been 
recognized by the medical profession. Dark bar- 
rack rooms and rooms with north aspects will 
furnish a larger amount of sickness than light 
and sunny rooms. Among the kindred effects of 
light in promoting recovery I might mention from 
experience the being able to see out of a window 
instead of looking against a dead wall; the bright 
colors of flowers, and being able to read in bed 
by the light of a window close to the bed head. 
It is generally supposed that the effect is upon the 
mind—perhaps so, but it is no less so upon the 
body on that account.” 

On the evils of bad planning and of superfluous 
equipment: “Every unneeded closet, scullery, 
sink, lobby and staircase represents a place that 
must be cleaned. Every five minutes wasted upon 
cleaning what had better not have been there to 
be cleaned is something taken from and lost by 
the sick. On the other hand, there must be con- 
veniences to ensure (1) economy of attendance, 
(2) ease of supervision, (3) convenience as to 
the number of sick on the same ward and upon 
the same floor so as to save extra attendance and 
unnecessary waste of time and strength upon the 
stairs.” 


Would Miss Nightingale Approve 24-Hour Duty? 


Times change and customs with them. To 
Florence Nightingale the head nurse carried a 
personal responsibility for the welfare of the pa- 
tients on her ward which required her continuous 
presence night and day. “Being as she is the head 
nurse or ‘Sister’ of her ward, and therefore in 
immediate command, night and day, the Sister 
should be provided with a room on one side of 
the ward door; this room must have area enough 
to be the nurse’s bedroom and living room.” 
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There is no mistaking the meaning of this 
language. Florence Nightingale believed twenty- 
four-hour duty for the head nurse to be indis- 
pensable to ward discipline and the proper care 
of the sick. Is it likely that she would stand pat 
upon that issue to-day? Probably not, for what 
Florence Nightingale sought was the constant 
supervision and adequate care of patients, and 
experience has amply demonstrated that the con- 
stant presence of the same nurse day and night 
in or adjacent to the ward is not the best way of 
achieving these ends. 


Moderately Priced Hospital Service 
for Virginia Teachers 


Since the opening of the preventorium at the Univer- 
sity of Virginia Hospital, Charlottesville, Va., in March, 
1929, 143 teachers have been admitted, of whom twenty- 
seven were men and 116 women, says an editorial in the 
Virginia Journal of Education. 

Through the preventorium, the teachers of Virginia 
have splendid hospital service available at a moderate 
cost. Regulations governing admission to the institution 
include active membership in the Virginia Education As- 
sociation. Teachers in active service and who have made 
a contribution to the preventorium fund of any amount 
prior to January 1, 1928, are eligible, as are those in 
active service who have contributed as much as $4 to the 
preventorium fund since January 1, 1928. Teachers will 
be admitted on a certificate of eligibility by the executive 
secretary of the Virginia Education Association. 

When teachers have been admitted to the preventorium, 
they pay a rate of $4 a day, with a minimum charge of 
$15. This means that if a teacher stays only one, two 
or three days, the charge will be $15. These charges will 
cover all necessary hospital expenses. Cases not ac- 
cepted or treated at the preventorium are: tuberculosis, 
insanity, contagious diseases, maternity and_ certain 
chronic and malignant cases. 


Picture Section in Special Issue 
of Mental Hygiene \s Unique 


Mental Hygiene, the official publication of the National 
Committee for Mental Hygiene, more than doubled its 
usual size in the special International Congress number, 
which was issued prior to the congress in Washington, 
May 5 to 10. 

One of the most interesting features of this special 
number is the insert of photographs of officers of the 
societies for mental hygiene in foreign countries. Fac- 
similes of the various magazines devoted to a study of 
mental hygiene at home and abroad are reproduced. The 
magazine carries also a section that is devoted to a his- 
tory of the mental hygiene movement, unique in that the 
history is presented pictorially by the photographs of the 
pioneers in mental hygiene, together with a brief para- 
graph about each. Concluding this section is a picture 
of the birthplace of the mental hygiene movement—the 
pioneer Connecticut Society for Mental Hygiene which 
was founded on May 6, 1908, New Haven. 
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founded by the Spaniards and Portuguese in 

the Americas have been provided with hospi- 
tal facilities. Generally these hospitals were con- 
ducted by the church or by a semipublic corpora- 
tion of citizens. Under the régime of independent 
republics, however, there has grown up in some 
of the countries an elaborate hospital system that 
compares favorably with that of the most ad- 
vanced nations. 

The present tendency in most of the Latin 
American countries is for the state to establish 
centralized control and administration of the hos- 
pitals. This is a phase of a widespread program 
of state socialization intended to protect the so- 
cial and physical welfare of the working class. 
Generally this work is under the superior control 
of a minister of public health who is a member 
of the president’s cabinet. In fact, national rather 
than local control of public health matters is usu- 
ally the rule in all Latin American countries. The 
immediate organization in charge of public hos- 
pital administration is usually known as the 
Asistencia Publica or Beneficencia Publica. By the 
expression “Asistencia Publica” is often meant 
the first aid or casualty department of the public 
health service. 

In Chile, for instance, the Beneficencia Publica, 
with a central governing board in Santiago, has 


Geum early colonial times the principal cities 


taken over the direction of the public hospitals 
throughout the republic. These hospitals formerly 
enjoyed a great deal of local autonomy, as they 
still do in strictly professional matters. Their pur- 
chases of supplies, however, are made through the 
central Junta in Santiago. In Uruguay, the Asis- 
tencia Publica maintains a fine hospital group in 
Montevideo and supervises the local hospitals in 
other parts of the country. In Argentina, the 
Assistencia Publica of Buenos Aires controls the 
important state hospitals of the capital, including 
the modern Rivadavia Hospital. Under the Ar- 
gentinian federal system the state capitals have 
their own hospital organizations, operating under 
the same name. 


Many Foreign Colonies Maintain Hospitals 


In Mexico, the most important cities of the re- 
public have a Beneficencia Publica which adminis- 
ters certain hospitals and dispensaries. The most 
important of these is that of Mexico City. Side 
by side with these organizations, but independent 
of them, is the National Department of Public 
Health, or Departamento de Salubridad Publica, 
which maintains the large Hospital Juarez and 
other institutions. In Salvador, the Central De- 
partment of Public Health manages the different 
public hospitals throughout the country. The 
same system prevails in Cuba, where the National 
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Department of Public Health has charge of the 
large Calixto Garcia Hospital in Havana and of a 
number of hospitals in the large provincial cities. 
Another good example of a strictly national hos- 
pital is the Hospital of Santo Tomas in the city 
of Panama. 

Among other countries, Bolivia has not de- 
veloped the public hospital system to the same 
degree as her neighbors. The most important 
institution of the kind in Bolivia is the Muni- 
cipal Hospital of La Paz. The more important 
countries also have large military hospitals. 
Among the outstanding institutions of this 
class are the army hospitals in Rio de Jan- 
eiro and Mexico City, and the Navy Hospital 
in Valparaiso, Chile. Mexico also has a special 
hospital for the employees of the national 
railways. In many other countries railroad work- 
ers in need of medical or surgical treatment are 
sent to the regular hospitals, where a separate 
ward is often maintained for this purpose. 

An interesting phase of the hospital organiza- 
tion in Latin America is the large number of 
hospitals maintained by the foreign colonies. This 
development is especially prominent in Cuba, 
where the different regional groups among the 
Spanish residents of the island maintain large 
and well organized hospitals for their compatri- 
ots. Among the most important of these hospi- 
tals, or Quintas, as they are locally known, are 
those of the Asturians and the Gallegos. Among 
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other foreign groups in Havana who maintain 
separate hospitals are the Chinese. 

In Mexico, the united Spanish communities sup- 
port hospitals of their own in Mexico City, Tor- 
reén, Mérida and other places. One of the finest 
hospitals in Mexico is that maintained by the 
French-Swiss Colony. The Lord Cowdray Hospital 
of the British community is also well managed. 
In cosmopolitan Buenos Aires, separate hospitals 
are conducted by the Spanish, Italian, British, 
German and Jewish communities. In Lima, 
Peru, the Italian Hospital is one of the outstand- 
ing institutions of the country. In Brazil, the 
Portuguese operate hospitals for their nationals in 
all the important cities. These are generally well 
managed and the Portuguese Women’s Hospital 
in Rio de Janeiro is a model of its kind. 


Industrial Hospitals Are Numerous 


There are also a large number of hospitals un- 
der the supervision of private or semiprivate ben- 
eficent organizations. Among these are the large 
hospitals of the Santa Casa de Misericordia in 
Rio de Janeiro, Saé Paulo and Santos, Brazil. The 
hospital of the Santa Casa in Saé Paulo is one of 
the largest institutions of America and remark- 
able for its cleanliness and efficiency. Red Cross 
organizations in the different Latin American 
countries have not attempted to enter the hospital 
field, but in Mexico the Red Cross is now planning 
to erect a hospital. In some countries the well 
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The Quinta Nuestra Senora de la Candelaria is the hospital that has been built for the Canary Islanders 
living in Havana, Cuba. 





























organized employees of commercial houses main- 
tain hospitals for their own members. Two of the 
most important of these are to be found in Havana 
and Rio de Janeiro. 

Although the Roman Catholic Church has 
tended to abandon the hospital field to the lay 
governments and private institutions, a few strict- 
ly church hospitals are still to be found. One of 
the largest of these is the Hospital of Santa Cath- 
arina, Sad Paulo, Brazil. Some of the Protestant 
missionary organizations also operate hospitals of 
their own in Latin America. Among these are 
the Hospital Evangelico, Rio de Janeiro, and the 
Presbyterian Hospital, San Juan, Porto Rico. 

Hospitals to be found most frequently in Latin 
America are those conducted by industrial and 
public utility companies for their employees. 
Among this class of hospitals are those. operated 
by private railway companies. One of the most 
interesting institutions of its kind in South Amer- 
ica is the Candelaria Hospital of the Madeira-Mem- 
ore railways, in the heart of the Brazilian jungle 
at the frontier of Bolivia. The more important 
mining companies all have their own hospitals. 
A model of this class of institutions is that con- 
ducted by the Chile Copper Company at its great 
mining camp, Chuquicamata, Chile. The copper 
mines of Rancagua, Chile, the famous Cerro de 
Pasco mines in Peru and the Bolivian tin mines of 
Patifio and the Guggenheims all have good hospi- 
tals. The same is true of the petroleum companies 
operating around the littoral of the Caribbean Sea 
and the Gulf of Mexico. In the same class of hos- 
pitals are those operated by the sugar and fruit 
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An example of the national hospitals so prevalent in Latin America is the Hospital Santo Tomas, Panama. 








Vol. XXXV, No. 3 


companies in the Caribbean area. The hospitals of 
the United Fruit Company at Preston, Cuba, and 
at Limon, Costa Rica, are conducted according to 
the highest standards of hospital management. 
The Atlantic Fruit Company also operates an 
excellent hospital in Honduras. Private hospi- 
tals are generally operated for the benefit of the 
laborers in the larger sugar centrals of Cuba, 
Santo Domingo and Porto Rico. 

Finally, in practically all of the Latin American 
countries a number of private clinics are owned 
by individual surgeons or groups of surgeons. Al- 
though the number of these is legion, among the 
many may be mentioned the Instituto Paulista, 
Sad Paulo, Brazil, the Policlinica Arequipa in 
Peru and the Panama Hospital in Panama. 





Variety of Foods Raised by Inmates 
of Illinois’ State Institutions 


Farm and garden products valued at more than one 
million dollars is the annual output of state penal and 
charitabie institutions in Illinois, according to Rodney H. 
Brandon, director of public welfare in Illinois. 

This production contributed to the sustenance of the 
44,000 inmates and employees in the penal and charitable 
institutions, says Mr. Brandon. 

The area under cultivation at the institutions totaled 
more than 12,000 acres, of which more than 8,000 acres 
were owned by Illinois, and the balance was rented. The 
institutions’ livestock occupied nearly 900 acres of rented 
pasture. 

A wide diversity of farm commodities was produced, 
including beef, veal, pork, mutton, lard, dairy products, 
poultry and eggs, goats’ milk, fruits and vegetables, sor- 
ghum and stock feed. 
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Why X-Ray Films Should Be 
Preserved Indefinitely 


By RAMSAY SPILLMAN, M.D. 


Visiting Roentgenologist, Beekman Street Hospital, New York City 


E MODERN HOSPITAL for April, 1930, 
published an_ article on_ the _ stor- 
age of x-ray films in which statements occur 

that are fruitful seeds for dissension be- 
tween hospital superintendents and roentgenolo- 
gists. 

Dr. Charles E. Remy, the author, makes several 
statements as to the opinions of “the average 
roentgenologist.” Although for the past eight 
years I have been meekly trying to discharge 
the functions of the average roentgenologist, I find 
myself remarkably out of accord with some of 
these opinions. I believe that harmony between 
two individuals, each trying in his way to advance 
the work of a given hospital, requires mutual 
understanding. Doctor Remy has stated his case. 
As a roentgenologist I wish to state mine. 

I have studied Doctor Remy’s article with the 
care which it deserves, 
for in it he discusses an 
important subject. He 
objects to the indefinite 
storage of x-ray films 
on the following 
grounds: (1) The films | 
are less valuable than | 
the report for future | 
reference; (2) storage | 
space is expensive, be- 
cause (a) nitrate base 
films are cheaper and 
better than the new ace- 
tate base films, and they 
necessitate a special 
vault; (b) if the acetate 
base films are employed 
in roentgenologic work 
the fire hazard still 
exists, and they also require a special vault. 

Concerning the first argument, Doctor Remy 
says: “It has been my observation that in both 
out-patient and in-patient departments after the 
lapse of even a year, the physician, in studying 
the patient’s past history in relation to his pres- 
ent complaints, depends almost exclusively upon 
the report of the roentgenologist rather than upon 














the film and its interpretation. The physician may 
delude himself into thinking that because of his 
interest in his patients and in the clinic’s patients 
he will refer to the original film if he is called to 
care for that patient in the clinic, two, three or 
six years later, but the superintendent should not 
permit himself to be similarly deluded—such fan- 
tasies will cost his hospital money that might well 
have been used elsewhere for new equipment, 
added supplies or greatly needed additional per- 
sonnel.” 

I can only explain my lack of agreement with 
this observation on the basis that my own experi- 
ence has been different, in private and in hospital 
practice. To throw out old films and to rely on 
the report alone is to abandon—to cite one ex- 
ample—a priceless wealth of material on the early 
development of tuberculosis alone. In _ the 

home office of one of 


veeien ———~~|__ the great life insurance 


Two Sides 


“7T\HERE are,” the saying runs, “two 
sides to every question.” And it is 
only by a frank discussion of both sides 
that the ultimate truth may be uncovered. 
| This article, which argues for the long- 
| time storage of x-ray films, is in direct 
opposition to one that apeared in THE 
MODERN HospPITAL for April, which pre- 
sented the contrary view. Both authors 
have strong reasons for their beliefs, and 
both articles dealing as they do with a 
highly important problem should be read 
carefully and studied thoughtfully. 


companies in New 
York, I have been 
shown by their medical 
men, film after film of 
very early tuberculosis. 
This material accumu- 
lates by the simple 
process of saving all 
films—filed so as to be 
accessible, of course— 
and in the cases in 
which frank tubercu- 
losis develops, the proc- 
ess is traced back in the 
earlier films to a stage 
where it is scarcely rec- 
ognizable. Doctor Remy 
states: “. .. Even one 
unusual film worthy of filing in a group of a 
hundred films developed would be a high average. 
What medical man would buy bookcases in order 
that he might file a hundred or a thousand medical 
journals, each containing the same and only one 
article of interest? ... Yet this is what the physi- 
cian, the medical staff and the medical profession 
are asking the hospital to do.” I can only say 
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that one of the greatest financial institutions in 
the world is doing just this with its x-ray films, 
because it finds that it pays dividends in increased 
knowledge and in a reduced illness rate among its 
employees. 

Objectors may say that this is a special case, 
and deals with a life insurance company and not a 
hospital. A hospital is under the same obliga- 
tion to give the maximum of service. And it is 
not a special case; it is general. Old x-ray films 
of the urinary tract are of enormous value for 
comparison; it is frequently possible to save the 
patient a cystoscopy by proving that a shadow 
suspicious of a stone in the ureter was there years 
before, and is therefore a phlebolite. In my pri- 
vate practice only recently I was helped immeasur- 
ably in the study of a gastro-intestinal case by 
access to films of a gastro-intestinal series made 
elsewhere four years before. To trace rachitic 
changes from infantile to adult life requires the 
storage of old films. 


Storage Problem Has Been Exaggerated 


The roentgenologist does not live whose power 
of description will account for every minute spot 
of light or dark on an x-ray film; and if he did 
live, the expense of providing him with a suffi- 
cient number of stenographers to write out his 
microscopic descriptions would far exceed the cost 
of storage of films. I disagree emphatically with 
Doctor Remy when he says that the report is of 
more value than the films. I do agree with him 
that the number of cases in which the old film 
is needed may be under 1 per cent; but to me, 
as the roentgenologist, that 1 per cent is worth 
the cost of storage of the other ninety-nine—par- 
ticularly as I propose to demonstrate that the 
problem of storing films has been greatly 
exaggerated. 

Before leaving the subject, I would go on rec- 
ord as stating that the question of whether or 
not the x-ray films should be preserved is a 
matter that should be under the authority of the 
roentgenologist. 


Proper Indexing a Necessity 


“Every superintendent and every hospital board 
should have the professional advancement of the 
members of the medical staff close at heart,” Doc- 
tor Remy writes, “but if such advancement re- 
lates to the filing of x-ray films, it is not to be fur- 
thered by developing an absolutely unwieldy mass 
of useless material inaccessible by the very fact 
of its tremendous volume. . . . The surest way in 
the world to prevent an institution’s ever being 
brought into the limelight through the medium of 
the brilliant literary efforts of its staff would seem 
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to me to be by the accumulation of a vast store- 
house of x-ray films, 90 per cent of which were 
valueless but all of which had to be reviewed in 
order to glean the kernels of knowledge hidden 
somewhere in the mass.” 

“But all of which had to be reviewed.” I fail 
to see the logic of this statement. A modern hos- 
pital employs a cross index, which enables the 
searcher after the cases of fracture of the neck 
of the femur, for example, to find them readily. 
If a file contains a thousand envelopes and only 
six contain what is sought, if those six are cross 
indexed it is no handicap to have the other 994 
present. If the other 994 are a guarantee that 
the six are there, they are an asset. In no hos- 
pital or office with which I was ever connected was 
it necessary to go through the thousands of en- 
velopes on file to collect cases. In this light, the 
statement, “As a result more and better papers 
will be written by members of the staff than if 
all the x-ray films of all the hospitals in the world 
were piled in a pyramid in the hospital’s back 
yard,” becomes an irrelevant and immaterial 
utterance. 

“Space is costly.” Granted. It is costly to live, 
too, but few persons commit suicide merely to 
save the cost of living. I intend now to show that 
space is not so costly as Doctor Remy asserts. He 
says: 


The Development of Acetate Films 


“Acetate films do not produce as clear and dis- 
tinct an image as the usual commercial films. Their 
value as a diagnostic aid to the physician is there- 
by materially reduced. They are much more frag- 
ile than ordinary films, and they curl and fray 
badly. It is for these three reasons that they have 
been tried and found wanting in the moving pic- 
ture industry.” 

The first three sentences are directly opposed 
to the opinions of myself and a number of col- 
leagues with whom I frequently exchange opin- 
ions. In order to explain the original existence 
of these fallacies—I cannot explain why they still 
persist—it will be necessary to go into a little 
history. 

From the time that the x-ray was discovered in 
1895 until the World War, x-ray exposures were 
made on glass plates. That these require appalling 
storage space, I cheerfully admit. But not even 
a hospital superintendent who would object to 
acetate films “for delicate diagnostic work, the 
possible determination of life or death for human 
beings” would view with equanimity the allotment 
of thousands of square feet necessary to store 
glass plates. The glass plate is now, therefore, of 
historic interest only. 
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The need for mobile x-ray units led to the de- 
velopment of the self-rectifying tube and the sub- 
stitution of film for glass for x-ray use. Soon 
after the single-coated film came out it was recog- 
nized that the exposure time could be halved by 
coating the thin transparent celluloid on both 
sides; and the double-coated film was standard for 
several years, a change in the emulsion in the in- 
terest of speed in developing being made in the 
year 1923. 


Fire Hazard to the Fore 


In 1924 a prominent New York roentgenologist 
had the misfortune to have a fire in his office. 
The office was in a business section, the fire oc- 
curred at night, and no loss of life resulted. The 
origin of the fire was believed to be from the igni- 
tion of films by electric wiring. Priceless research 
material was destroyed in the fire. 

This fire brought to the front, at least in New 
York City, the matter of the fire hazard from x- 
ray films. Meanwhile, the Eastman Kodak Com- 
pany, which at that time was the only source of 
x-ray films in this country in quantities sufficient 
to supply the demand, had been experimenting on 
a film base of less combustibility than the nitrate 
base, which latter is a close cousin to guncotton. 
This so-called safety filmi was not at any stage of 
perfection when it was forced out onto the market 
by the New York fire department’s demand that 
the nitrate base film be no longer stored in New 
York City except under conditions almost prohibi- 
tive in cost. 

X-ray specialists lamented the imperfection of 
the early safety film. The Eastman Company, rec- 
ognizing the urgency of the situation, concen- 
trated on the improvement of the unsatisfactory 
product that it was forced to supply to the New 
York market; and the roentgenologists in other 
cities continued to use the nitrate film. Safety 
film, in my own experience, has been for some 
time entirely satisfactory. It stands up quite as 
well, under the handling that x-ray films get, as 
the nitrate films; it does not curl, and never even 
at the height of the difficulty have I ever seen a 
film that frayed at all, let alone frayed badly. As 
for the relation of the safety film to the motion 
picture industry, the nitrate film is stronger, and 
resists the wear and tear of the projection ma- 
chine better, and for that reason the theaters build 
elaborate fireproof booths for the combustible film. 
But as for the film for home moving pictures, on 
16-mm. stock, that is all acetate base, and the de- 
tail in a 16-mm. motion picture film is infinitely 
sharper than on the sharpest x-ray film. X-ray 
films are not made to be examined through a 
microscope, but 16-mm. film is; that is to say, the 
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enlarged projection of the image on the screen 
is a magnification comparable to that used in mi- 
croscopy. So much for the statement that the 
diagnostic quality of the present safety film is not 
satisfactory. 

Several comparatively minor fires have occurred 
in the x-ray departments of hospitals from the 
ignition of nitrate film. But public attention was 
focused on the fire hazard of this substance on 
May 15, 1929, when an explosion occurred in the 
Cleveland Hospital Clinic, which cost 125 lives, to 
say nothing of the loss of research material be- 
yond price. 

The coroner of Cleveland delayed his official re- 
port and findings pending the investigations of a 
board of officers and civilians at the U. S. Army 
Arsenal, Edgewood, Md. This board was convened 
“for the purpose of investigating: (1) the con- 
ditions incident to the disaster at the Cleveland 
Hospital Clinic, Cleveland, Ohio, on May 15, 1929; 
(2) the causes and results of gases that were gen- 
erated and liberated by the explosion in the x-ray 
file storage room; (3) the collection of such other 
information as the investigations indicated as de- 
sirable.” 


What the War Office Report Showed 


The report of the proceedings of this board? 
comprises a 104-page bulletin, published by the 
War Office. Visualize now an electric light bulb 
on a cord, hung so that it can make contact with 
nitrate base films in their envelopes. This situa- 
tion is well within the limits of possibility. The 
board found that under such conditions, films ig- 
nited in seven minutes, at a temperature, meas- 
ured with a thermocouple, as low as 163°C. Bare 
films ignited at 143°C. in five minutes and five 
seconds. What happens when films, stored in 
large quantity, ignite, was shown at Cleveland. 
It is easy to agree with Doctor Remy that “It is 
natural that there should have been just a little 
hysteria in the air relating to the dangers at- 
tendant upon x-ray film storage and fire dangers.” 
If the state of mind consequent to the sudden 
destruction of 125 human lives from the igni- 
tion of a large accumulation of x-ray films is 
called hysteria, so be it. It is difficult to draw the 
line between hysteria and the statement that 
“Only two types of storage space are feasible if 
we are to continue to use nitrate film, and the 
same types of storage are necessary if we are to 
use acetate film and store it in large quantities.” 

Doctor Remy makes this statement dogmatical- 
ly, on no more data shown than “These (acetate) 





1 Proceedings of a board of the chemical warfare service, appointed 
for the purpose of investigating conditions incident to the disaster at 
the Cleveland Hospital Clinic, May 15, 1929, United States Government 
Printing Office, Washington, 1929. 
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films are slow burning as compared to those now 
used, which certainly is an asset worthy of con- 
sideration. Second, it is said that they do not give 
off poisonous gases when in storage or burn- 
ing. . . . A discussion of the second and most 
important claim with the representative of a 
prominent fire underwriters’ association elicited 
the statement that he did not know whether or 
not these films would give off poisonous fumes 
in case of serious fire.” 


Acetate Versus Nitrate Film Storage 


This last statement does not prove anything 
except that the representative of the underwrit- 
ers was not abreast of information published by 
the Underwriters’ Laboratories,’ and that Doctor 
Remy is venturing to lay down a procedure of 
considerable importance to hospitals, without go- 
ing to the pains of getting this information. For, 
to quote from the synopsis of “The Smoke and 
Fume Hazard of ‘Safety’ X-ray Film” by Dr. 
C. A. Tibbals, special chemist, Underwriters’ Lab- 
oratories, “Consideration of all data of all the 
tests made upon burning cellulose acetate film 
confirms our previous conclusion that cellulose 
acetate base film is in a class with ordinary paper 
in similar form and quantity in respect to the haz- 
ard to health and life, of its smoke and fume in a 
fire.” 

To quote further from this same report: “In the 
burning tests it was found rather difficult to ig- 
nite the film samples in the testing chamber, and 
to keep them burning, especially when the films 
were laid flat and piled one upon the other. Most 
of the tests were made with the films hung ver- 
tically with air spaces between, for only in this 
way could reasonably complete combustion be 
obtained.” 

The point is: Acetate films will burn, under 
certain conditions, but not under the conditions 
under which they are stored in files. When they 
burn, they give off fumes. The underwriters, who 
are not in the habit of giving away odds, rate 
them at the same hazard as newsprint paper. 
The combustion of acetate films is not explosive; 
and when the source of heat is discontinued, the 
fire stops. On the other hand, nitrate films burn 
with explosive rapidity. The Underwriters’ Lab- 
oratories’ chemical engineer, Dr. A. H. Nuckolls, 
says in the same issue of that bulletin,’ “Cellulose 
nitrate is formed from elementary substances with 
absorption of heat and therefore on decomposition 
into simpler compounds evolves heat so that the 
process after once starting tends to accelerate it- 
self.” Also, this fire cannot be smothered, be- 
cause cellulose nitrate contains sufficient oxygen 


' Laboratories’ Data, Underwriters’ Laboratories, Chicago, September- 
October, 1929, vol. X. 
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to carry on combustion, in the same way as smoke- 
less powder. 

The difference, then, in the proper storage of ni- 
trate and acetate films is that nitrate films must 
be kept in a vented vault to allow for explosive 
expansion of highly toxic gases, prominent among 
which are the oxides of nitrogen. The only nitro- 
gen in acetate film is a small amount in the gelatin 
emulsion with which the film is coated. A fire 
among acetate films under ordinary storage con- 
ditions is not self-accelerating and is not explo- 
sive. A fire that broke out in an accumulation of 
empty manila film envelopes would give off irri- 
tating smoke, but no one would expect a vented 
vault to be built to store paper. Dr. Nuckolls 
says, “I think that the most important safety 
factor with reference to cellulose acetate is its 
slow combustion which can be easily extin- 
guished by application of water or by smothering 
the fire. It is therefore possible readily to 
provide measures for controlling film fires in- 
volving cellulose acetate. Where large 
quantities of cellulose acetate film are to be stored 
in hospitals, I think it would be advisable to pro- 
vide a cabinet or vault, preferably of fireproof con- 
struction, for the protection of the patients from 
the fumes in case of a fire. Cabinets or vaults 
for acetate film need not be provided with vents.” 

Contrast this information from the laboratories 
of the Fire Underwriters, with Doctor Remy’s 
statement: “Discussion . . . with the representa- 
tive of a prominent fire underwriters’ association 
elicited the statement that he did not know 
whether or not these films would give off poison- 
ous fumes in case of serious fire.” Conjecture is 
justifiable only when knowledge is not available. 


How One Hospital Provides for Its Films 


In the hospital with which I am connected, our 
file of acetate films begins with August, 1925. The 
hospital has 100 beds. In the past year 2,347 pa- 
tients were admitted, for a total of 26,086 patient 
days. In the out-patient department, 28,026 treat- 
ments were given, in addition to 16,886 industrial 
clinic treatments and 8,471 emergency treatments. 
This hospital is one of two that take care of the 
enormous traumatic service of downtown Man- 
hattan. Its fracture service is active, and nu- 
merous follow-up roentgen examinations are made 
on its patients during their recovery. In connec- 
tion with all this work, in the past vear there 
were exposed 11,661 x-ray films. 

Our complete file of acetate films from August, 
1925, to the present, occupies scarcely half the 
shelf space in a room 12 feet long, 5 feet deep, 
and 11 feet high; and our system of filing, which 
consists of placing all films, regardless of size, 
into 14 by 17-inch envelopes, is less economical 
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of space than if three sizes of envelopes were 
used, 14 by 17, 10 by 12, and 8 by 10. This room 
is illuminated by a ceiling fixture (sessile), and 
no steam pipes are in the room. Since neither the 
roentgenologist nor the technician smokes, the 
probability of a primary fire in this room is indeed 
remote. In the event of a fire elsewhere in the 
hospital, it would be the work of but a few mo- 
ments to douse the files should they start to de- 
compose by heat, and there is a large window that 
would carry off most of the smoke. 


A Rationale for Keeping Films 


In a 100-bed hospital with an active traumatic 
service, we thus have room for the accumulation 
of films for the past five years, and, judging from 
the rate of growth of the service, at least the next 
three years more, in a room considerably smaller 
than the quarters of the most junior intern. I 
cannot agree with Doctor Remy that this repre- 
sents an unreasonable expense for film storage. 

I should also like to disclaim making a fetish 
of an unbroken file of x-ray films. I do not care 
what becomes of the films, so long as they are 
available for future reference. In private prac- 
tice, most of the films. I make go to the doctor 
referring the patient, and their storage becomes 
his problem. I have never sent out a nitrate film, 
so my conscience is clear as to the fire hazard. 
I make this statement to try to convince Doc- 
tor Remy that even if I am a radiologist, I have 
no reason to blush when he says, “Hospital su- 
perintendents did not know just why all films 
should be kept forever, but out of pure loyalty to 
a group of men whose idiosyncrasies they never 
could fully understand, they accepted the dogma 
of saving films as somehow inseparable from 
the religion of saving lives.” If saving films 
means “piling them in a pyramid in the hospital’s 
back yard” I am willing to grant that it is dogma. 
I am trying to explain that there is a rationale for 
preserving films indefinitely, provided they are so 
indexed and filed that they are of any use. 

“Tt is well to bear in mind, however, the state- 
ment that nitrate films give off gas constantly,” 
says Doctor Remy. “Upon this premise, it appears 
extremely hazardous to keep any larger quantity 
of such films in the darkroom than is necessary, 
additional supplies being procured from the main 
film storage room. . . In my estimation, the 


darkroom, like the vault in which the current file 
is stored, should have a sprinkler system, vapor- 
proof electric bulbs, and all electric switches 
placed outside the room.” 

The last suggestion would be splendid. Some- 
one could come along and innocently, ignorantly, 
idly or even maliciously, turn on the white light 
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from outside, while the roentgenologist or his tech- 
nician inside the darkroom would see his work 
ruined, and would be left to reflect on “idiosyn- 
crasies which he never could fully understand.” 

As for the statement that “nitrate films give 
off gas continuously,” Doctor Remy does not give 
the source of this information. In the factory of 
the Eastman Company in Rochester, workmen 
have worked for years in darkrooms in the pres- 
ence of literally acres of unwrapped nitrate film, 
and the “extreme hazard” has not yet come to the 
attention of an unusually alert medical welfare 
director. It is entirely without justification to 
make a statement as a basis for the administra- 
tion of an x-ray department, without giving the 
foundation for the statement. He is asking us to 
put vaporproof bulbs into our darkrooms, with 
switches on the outside of the room, for no other 
reason that I can discern than that nitrate films 
“are said to” give off gas constantly, and it might 
be possible for electric wiring or switches to spark 
this hypothetical gas and produce an explosion. 
Without the proof of the presence of gas, the en- 
tire argument collapses; and there is no evidence 
that gas is produced, in the knowledge of either 
the Eastman Kodak Company, the Fire Under- 
writers or of experienced radiologists. I wish 
that Doctor Remy would give us more data on the 
composition of this gas, and, in speaking of the 
idiosyncrasies of radiologists, be less free with 
such terms as “delusions,” “fantasies,” “fetishes,” 
“dogmas” and “hysteria.” 


Planning Suitable Storage Space 


Whether I have been able to establish to Doctor 
Remy’s satisfaction that there is a rational reason 
for the preservation of all x-ray films indefinitely 
as a part of the record, I do not know. At least, 
I have been able to produce, from the Fire Under- 
writers themselves, evidence that acetate films do 
not require “the same types of storage if we are to 
use acetate film and store it in large quantities.” 
As to what to do when faced with the dilemma 
of disposing of old nitrate films or going to 
extremes of expense or risk in providing storage 
for them, I would apply reason. It is not desirable 
to throw out valuable scientific material. It is 
still more undesirable to preserve it under condi- 
tions that carry a threat of the repetition of,the 
Cleveland disaster. If the cost of providing vented 
vaults, as required by the underwriters, is prohib- 
itive, I regard it as quite justifiable to dispose of 
the films and regard it as unfortunate but unavoid- 
able. 

But I cannot advise too strongly that storage 
space should be planned so as to enable acetate 
films to be kept indefinitely. It is not necessary to 
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keep 8,500 pounds of acetate films in one room, as 
was the case at Cleveland with nitrate films. In 
almost any hospital there is a small room here and 
a small room there, where reasonable amounts of 
these films can be stored under proper precau- 
tions without any fear that they will give off gas 


of any kind at room temperature, and with the 


underwriters’ assurance, as expressed in fire in- 
surance rates, that they are no more dangerous 
than so much newspaper. 

There remains only the one argument as to 
choice between nitrate and acetate films, and that 
is the cost. The difference is 20 per cent, not 25 
per cent. In my opinion 20 per cent is a small 
price to pay for the convenience of the relative 
safety of these films. I cheerfully pay it out of 
my own pocket in private practice, as a protec- 
tion to the doctors who accumulate files of films 
which I send to them. 

In the State of New York, the strain of decision 
on this matter is removed by the existence of leg- 
islation forbidding the use of nitrate films in the 
state. As public consciousness is aroused on the 
subject, similar legislation may be expected in 
more states, until the controversy over the choice 
of film bases becomes of only historic interest. As 
such legislation goes into effect, some hospitals 
will find themselves embarrassed by an accumula- 
tion of nitrate films. Such hospitals as are suffi- 
ciently foresighted to use acetate films will not 
be disturbed by such legislation. 


Summary 
1. Reasons exist, adequate to roentgenologists 


if not to hospital superintendents, for the preser- 
vation of all acetate base x-ray films indefinitely. 


2. The accumulation of a large quantity of films 


does not work against their being useful for re- 
search purposes if there is a proper cross index 
system. 

3. The cubic space needed for the indefinite stor- 
age of acetate films is a trivial fraction of 1 per 
cent of the cubic contents of the hospital. 

4. The underwriters do not require vented 
vaults for the storage of acetate films. 

5. Laws of the State of New York forbid the 
use of nitrate x-ray films, and an extension of 
such laws may reasonably be expected in the near 
future. 


e 


Should the Relatives of a Patient 
Be Shown His X-Ray Plates? 





To whom do the x-ray plates belong, the institution or 
the patient? Does the information secured from their 
study fall in the classification of a privileged communica- 
tion, the details of which should be known only to the 
physician? A decision that has been reached in a number 
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of instances where the matter has been brought to the 
knowledge of a court for judgment is that, although the 
patient does pay for the x-ray study, the plates necessary 
to the accomplishment of the desired result are but a 
means to an end and therefore belong to the institution 
and not to the patient. In view of this, then, it may be 
said that relatives of the patient have no more right to 
view x-ray plates than they have to be fully informed 
concerning the steps taken in performing a Wassermann 
reaction or in carrying on any other study procedure in 
the interest of the hospital patient. If such a request is 
bona fide the physician may, if he so chooses, demonstrate 
a plate as a courtesy to relatives or may inform them 
concerning the pathologic condition found as the result of 
an x-ray examination. 





The Problem of Cancer Control and 
the Responsibility of the States 


“Health departments everywhere now squarely face the 
problem of cancer control,” says a recent statement issued 
by the Public Health Service. The statement adds that 
with full organization and effectiveness of all agencies, a 
real reduction in cancer mortality may begin. Cancer, 
slowly increasing, now is second among the major causes 
of death, it points out. 

“The only industrial occupations that are known to in- 
volve a definite tendency to cancer are those that expose 
the person to the action of tar and its derivatives,” the 
statement says. 

The statement, prepared for radio broadcasting, at the 
invitation of the Public Health Service, by Dr. James 
Ewing, New York City, continues: 

“Only two of our state governments have so far recog- 
nized definite responsibility for cancer control. The Buf- 
falo Institute for the Study of Malignant Disease has, for 
many years, been supported by the State of New York, 
and has become a well organized institute doing excellent 
work in service and research. Recently the state appro- 
priated money to purchase several grams of radium which 
it is proposed to distribute among various hospitals in the 
state. 

“In Massachusetts the legislature recently established 
a central state hospital for the treatment of cancer at 
Pondville. The Massachusetts state board of health has 
also been active in the education of the public with regard 
to the early signs of cancer and in providing facilities for 
free diagnosis. 

“New York City took the lead in the municipal support 
of cancer control. In 1923, Commissioner Coler established 
the New York City Cancer Institute, provided it with two 
grams of radium and other equipment, secured the free 
services of a group of excellent surgeons, opened a diag- 
nostic clinic in East 59th Street, and set aside 200 beds 
for patients with cancer in the hospital located on 
Welfare Island. 

“It is now proposed to build a special cancer hospital 
of 400 beds connected with Bellevue Hospital at a cost 
of $4,500,000. It is to be hoped that this project will be 
carried through, because it recognizes the necessity of 
special cancer hospitals and the duty of the city to pro- 
vide the most modern facilities for the care of its cancer 
patients. 

“This example cannot fail to influence other cities to 
do the same. Philadelphia and Buffalo already have well 
organized cancer services in their various municipal 
hospitals.” 
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Analyzing the Cost of Postmortem 
Examinations 


By JOSEPH TURNER, M.D. 


Director, Mt. Sinai Hospital, New York City 


OSPITALS frequently have pointed with 
H pride to their success in obtaining autop- 

sies as a contribution to scientific medi- 
cine. Few, if any, have paused long enough to 
determine precisely the effect of this service on 
the hospital’s budget. 

Recently this matter was studied in detail at 
Mt. Sinai Hospital, New York City. This study 
showed that directly and indirectly there might 
reasonably be charged to the autopsy account, out 
of the total expenses of the pathological depart- 
ment and general overhead, approximately 
$40,000, or, to use the precise figure to which the 
study led, $92.40 for each of the 427 autopsies 
performed in the year_under investigation. To 
put the matter differently, each autopsy cost Mt. 
Sinai Hospital as much as fifteen days of ward 
care. 


Two Groups of Costs 


It is not my purpose here to attempt an evalu- 
ation of the benefits to be derived from the regu- 
lar performance of autopsies or to describe and 
defend the methods of obtaining them. This serv- 
ice has been amply performed by others during 
the past few years. Impetus has been given to 
the obtaining of consents for autopsies by re- 
cent rulings of the leading national medical 
associations, which include in their minimum re- 
quirements for an approved hospital rating, the 
performance of an arbitrarily set minimum per- 
centage of autopsies in relation to the number of 
deaths. 

To meet the newly established rating require- 
ments, hospitals now below the minimum 
standard will be compelled to increase their 
expenditures, the amount of such increase de- 
pending on the number of autopsies performed 
and upon the thoroughness of the examinations. 
On one hand, superficial autopsies performed by 
interns without microscopic studies of all tissues 
and without bacteriologic investigations will cost 
a minimum; on the ofher hand, those made by 
expert paid pathologists, supported by careful 
and thorough tissue study, by bacteriologic exam- 
inations and by chemical analysis will cost con- 


siderably more. The latter type of examination 
is the basis of the cost study that is shown in the 
accompanying table. 

In an estimate of the cost to the hospital of its 
autopsy work, the relevant items are found to 
fall into two main groups. The first group in- 
cludes those costs that can be charged directly 
to the autopsies and that would cease immediately 
were the hospital to discontinue this work. The 
second group includes those costs that are shared 
in part by other departments and that would not 
necessarily be discontinued or appreciably less- 
ened by the discontinuance of autopsies. In this 
second group fall the maintenance costs of em- 
ployees engaged solely or partly in autopsy work. 
While it may be shown that an employee is 
chargeable with a prorated amount for food and 
for lodging, the removal of this employee would 
not lessen the cost to the hospital by that amount. 
Most of it would still be found in the so-called 
overhead and would raise the prorated cost of 
the support of the remaining employees. Build- 
ing maintenance, heat, light and power would re- 
main practically the same once the department 
was built. 


What the Direct Charges Include 


Direct charges are therefore limited to actual 
wages and supplies. The staff listed here are con- 
nected with the department of morbid anatomy. 
Their duties require the actual performance of 
the autopsies and the handling of materials and 
work arising from them. The pathologist’s sal- 
ary is charged entirely to this account. No allow- 
ance is made for the part time he devotes to 
surgical pathology, but, to balance this, no charge 
has been made against autopsies for their proper 
share of the salary of the director of laboratories 
who supervises the work of all laboratory depart- 
ments. 

The three morgue keepers’ salaries have been 
charged entirely to autopsy work without which 
their duties would be limited solely to the delivery 
of two to three bodies daily to undertakers. On 
the other hand, in order to balance the estimated 
cost of the morgue keepers’ time in removing the 
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bodies of deceased patients, no charge is made 
to this department for its share of the general 
porter service for the building. 

The allocation of indirect costs presents more 
complexities. Many factors enter it and at best 
these figures represent an estimate, more or less 
arbitrarily determined. In this study, certain 


A Cost STUDY OF AUTOPSIES AT MT. SINAI 
HOSPITAL, NEW YORK CITY 
Direct Costs 
Salaries 
1 Pathologist 
| 1 Assistant pathologist 
1 Neuropathologist (part- 
time) 
4 Technicians and clerks 
3 Morgue keepers 
Supplies, including postmortem 
bacteriology and reprints of 
publications 


Total, direct costs 
Indirect Costs 

‘Board and lodging of interns 
and employees 

Maintenance — prorated share 
of cost of engineer’s depart- 
ment, accounting and audit- 
ing, purchasing, administra- 
tion, housekeeping and laun- 
dry 

Total, indirect costs 


$20,260 


2,875 
$23,135 $23,135 





$3,600 


7,065 
$10,665 


Investment — interest on capi- 
tal sum represented in the 
space requirements of the 
department and its equip- 
ment (morgue excluded) 


Total 


5,650 | 
$39,450 | 





Average cost of each of 427 
autopsies ....Direct 
Indirect ..... 24.98 

Investment .. 13.24 
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common denominators emerged from the mass of 
figures to guide and serve as yardsticks. It was 
found, for example, that the department of 
morbid anatomy occupied one-third of the floor 
space of the entire laboratory, exclusive of those 
parts used in common by all departments. No 


account was taken of halls, toilets, locker rooms, 
elevator space and of the space actually occupied 
by the morgue itself. 
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The laboratory building contains about 3 per 
cent of the total cubage of all hospital buildings. 
Since long experience showed, however, that the 
highly specialized laboratory department with its 
great amount of plumbing and complicated equip- 
ment required more than 3 per cent of the time 
service of the engineer’s department, its share of 
the engineering department’s cost was arbitrarily 
put at 4 per cent. 

The employees in the autopsy work comprise a 
certain percentage of all hospital employees. It 
was assumed that this percentage would repre- 
sent their share of the cost of the accounting de- 
partment, certainly in the costs of preparing pay 
rolls. This percentage was found to be conserva- 
tive when compared with the cost of keeping pur- 
chasing and invoice records, for the laboratory 
accounted for many purchases—in percentage 
twice that of the figure determined on. 


Expenditures Are Worth While 


A considerable part of the time of the purchas- 
ing department is required in preparing the bids, 
obtaining estimates and placing the purchase 
orders of the department. This was allocated on 
the number of orders in relation to the total for 
the entire hospital. One can only approximate 
the time required of the junior administrative 
officer who assists in obtaining consent for post- 
mortem examinations. It varies from nothing to 
as much as a half day on some occasions. 

Other indirect costs came to mind on which no 
one could even attempt an estimate. These in- 
cluded, for example, the time of the members of 
the house staff, some of whom are paid residents, 
who make the first approach to the family for 
consent for postmortem examinations. Occasion- 
ally they are seconded in their efforts by members 
of the attending staff, whose time, although given 
gratuitously, has a demonstrable value. Then 
there is the time spent at the actual autopsy by 
the house and attending staffs and the time spent 
at the weekly pathologic conferences. Many of 
the full-time laboratory staff in other depart- 
ments, as well as upwards of three hundred phy- 
sicians, members of the volunteer attending staff 
and professional visitors attend the weekly path- 
ologic conferences. 

In spite of the considerable cost of autopsies, 
no hospital expenditure is more worth while than 
this because it often adds to the total of medical 
knowledge, reveals the causes of medical and 
surgical failures and the current limitations of 
science and eventually is returned to the con- 
tributing public with compound interest in the 
form of an improved practice of medicine in the 
hands of better trained physicians. 
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A Central Tray Service That Has 
Had Notable Success 


By W. L. QUENNELL, M.D. 


Superintendent, Highland Park General Hospital, Highland Park, Mich. 


AST year the Highland Park General Hvs- 

L pital, Detroit, changed from diet kitchen 

tray service to central tray service. For 

this a new kitchen was built, the old kitchen 

being used as a central service station. Two new 

food lifts have openings centrally located on each 
floor, in place of the large service lift. 

The entire kitchen, old and new, is finished 
with white tile walls up to a height of eight feet. 
There are terrazzo floors throughout. The room 
has outside exposure on the south and west sides. 
The new kitchen opens directly into the nurses’ 
dining room. 


The nurses’ serving station is centrally placed. 


3ehind it are the cooks’ tables and, farther back, 


the ranges, which consist of two broilers, two flat 
top ranges, four ovens and a grill. Behind these 
is a partition that hides the view from the front 
of the soup kettles, the steam boilers and the pan 
sink. On the west side at the dining room en- 
trance is the service shelf for ice cream and des- 
serts. In this area behind a half partition are 
the ice cream hardener and storage cabinet, an 
ice cream freezer that is connected with the hos- 
pital’s brine system, a potato peeler, a vegetable 
sink, a salad table and two ice chests, as well as 
a mixer which is convenient to the bakeshop. The 
mixer is in the southwest corner. Here are also 
an electric oven and two cooks’ tables with stor- 
age beneath, a sink, a rack, an ice chest and a 


A view of the main kitchen shows the nurses’ dining room serving station in the foreground and farther back are the 
cooks’ tables and the ranges. 
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bread slicer. To the east of the bakeshop in the 
southwest side is the special diet kitchen, off 
which is the dietitians’ office. The bakeshop and 
the diet kitchen are the only parts of the kitchen 
that are separated from the main kitchen by 
doors. 


How the Diet Kitchen Is Arranged 


The special diet kitchen is equipped with a 
steamer, a gas range and oven, two work tables 
with storage beneath, tray racks and a separate 
ice chest. Delicacies sent in by friends of pa- 
tients are kept in the ice chest until they are 
called for. The door to the main ice chest is on 
the east side of the kitchen. This consists of 
three chests—for meat, butter, eggs, milk and 
vegetables. These open off an ice chest corridor. 
The dietitians’ office, the ice chest corridor and 
storage room and the tray service section all have 
doors opening on the hospital corridor. Near the 
end of the cooks’ table is the kitchen alcove which 
is equipped with a sink, a wood block and a meat 
slicing machine. From the alcove an opening 
leads to the meat ice chest as well as to the storage 
room. East of the nurses’ service table is the 
dishwashing machine which is accessible from the 
main kitchen as well as from the service station. 
Between the service station and main dining 
room door are the milk and coffee urns and the 
incinerator door. There are hoods connected with 
an electric fan at the roof which takes off all 
odors and steam from the dishwasher, the urns 
and the ranges. 

The central tray service system has been in 
operation at the Highland Park General Hospital 
for about a year with satisfactory results, insofar 
as hot food, a dietitian’s supervision of each tray 
and the speed with which it reaches the patient 
are concerned. 


Four Floors Are Served 


The general department where this system is 
in use has 130 beds and forty bassinets. It serves 
four floors, beginning with the basement where 
the service station is run in conjunction with the 
main kitchen. All food is prepared in the main 
kitchen except the special diets, such as those for 
nephritic and diabetic patients, and they are pre- 
pared in the special diet kitchen by student 
nurses under the supervision of a dietitian. Food 
is served to the nurses by waitresses from the 
serving station in the main kitchen. To other 
employees it is sent from the serving station to 
the cafeteria. To the patients the food is sent 


‘from their service station just off the main 
kitchen. 
The service for the patients, however, is the one 
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with which this paper is principally concerned. 

In the service station are the tray racks for 
every patient in the hospital. Two rapid lifts are 
automatically controlled from this station only. 
Between the lifts and the tray shelves is the serv- 
ice table, the under part of which is refrigerated 
to hold such things as salads, milk, cream, but- 
ter and cold desserts. At one end of this table 
is a portable, electrically heated food cart which 
holds the hot foods. To the side of the lifts are 
the coffee and milk urns, the water containers, the 
toaster and the gas plate for such things as 
poached eggs and similar foods. 

The dietitian has before her the menu on which 
are listed the house diet and the semisolid and 
liquid diets, as well as those for patients whose 
conditions require special dietetic treatment. 
The patients in the private rooms have a selec- 
tive diet from which they may choose what they 
wish each day. 

About forty-five minutes are required to serve 
breakfast and supper. An hour is devoted to the 
dinner service. The serving hours begin at 7:30 
a.m., 11:15 a.m. and 4:45 p.m. As the trays arrive 
on the floors, they are carried by waitresses to the 
patients, four trays being sent at a time. 


Service Is Rapid 


The trays prepared in the special diet kitchen 
are served first to their respective floors, then the 
general service begins. Before the hour of serv- 
ice, the trays, of course, have all been set up and 
are in their respective racks, all marked by card 
as to patient, room number and diet. The hot 
food has been placed in the heated food cart and 
the cold food in the refrigerated table in individ- 
ual dishes. The dishes and teapots are all kept in 
heated compartments under the tray racks. 
When the serving time arrives, the dietitian and 
maids take their stations. A tray is taken down 
by one maid, another looks at the card, sees what 
liquid and cold dishes are called for, places them 
on the tray and sends the tray across to the die- 
titian who calls for the hot food served by another 
maid. Tea or cocoa is served by the maid at the 
urns when it is placed on the tray, and the dieti- 
tian checks her list, takes away the diet slip and 
leaves the patient’s card with his name and room 
number on the tray. A maid places the tray in 
the lift. When four of these trays have 
been prepared the lift is sent to the floor desig- 
nated. 

This procedure may sound complicated and 
slow, but with practice and experience it may be 
done quickly. 

When the lift reaches the floor, four waitresses 
are waiting to carry the trays directly to the pa- 
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CORRIDOR 
This plan illustrates the satisfactory kitchen and special 


diet services recently installed in Highland Park General 


Hospital, Highland Park, Mich. 


tients who have previously been made ready by 
the nurses. When the last tray goes up for a cer- 
tain floor a card giving this information is placed 
on the lift. The waitresses then continue the 
same routine on the next floor. If second help- 
ings are desired, a note is sent down by the lift if 
service is still in progress on the floor, or by 
phoning to the dietitian who sends up what is re- 
quested. At each station on the floors are tray 
racks to which the trays are brought back by the 
nurses. 


System Has Proved Satisfactory 


When waitresses have finished serving the pa- 
tients, they retrace their steps and start sending 
back the trays. A dietitian checks these trays, 
and the maids dismantle them at a table near the 
dishwasher where everything is washed and 
sterilized. A complete set-up of trays is made 
three times a day. All individual salt and pepper 
shakers and sugar bags are filled at night by the 
maid on duty, the kitchen being serviced twenty- 
four hours a day. 

The orders for nourishments come down daily 
and are sent to floors at 9:30 a.m., 2 p.m. and 8 


p.m. Special hourly diets, of course, are sent 
at the necessary times. These are delivered by 
the nurses on the floors who return the dishes 
when the patients have finished eating. 

The floors may call for the lift by pressing a 
button. This causes the light to flash in the serv- 
ice station below, and whoever may be in the 
service station sends the lift to the floor that has 
called. 

When delicacies are brought in by friends or 
relatives of patients, dishes and silver are sent up 
as requested. These are later returned. Patients 
are not allowed to keep any food in their rooms. 
An ice box in the special diet kitchen is provided 
for food that may be sent to the patients and 
their food is served to them at their request. 

We have given this system a good trial during 
the past year and have found it exceedingly satis- 
factory. Food is served hot, and little complaint 
has been noted. Such service, however, does re- 
quire cooperation between the nursing and die- 
tetic departments. All orders from the floors are 
transmitted by the nurse in charge and do not 
come from a particular person. In this way fric- 
tion is practically negligible. 
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An Annual Report That Actually 
Has Value 


work of a great hospital, captions that attract 

reader interest and genuine human interest 
material on every page are the elements that 
make the 1930 Year Book of St. Luke’s Hospital, 
Chicago, a model hospital report and a valuable 
piece of promotional material. It is a model 
report because it assumes that most of its readers 
are lay people—the general public—and explains 
the hospital’s service in terms that such readers 
can understand. 

From the first glance at the simple, dignified 
cover, through the sixty-four pages of text and 
illustration, the reader is impressed with this por- 
trayal of service. The report is not elaborate; 
yet it is attractive. Its cost is no greater than 
that of a mediocre report; yet its value is far 
greater—greater even than that of much more 
elaborate books. Interesting photographs arrest 
attention, statistical facts made comprehensible 
by everyday comparisons appeal to the intellec- 
tual curiosity. This report, which covers the year 
1929, shows what can be done by a hospital ad- 
ministrator who will work in close cooperation 
with an advertising agency. 

Five of the many excellent illustrations in this 
booklet are reproduced here. All have human 
interest, all have people in them, all show essen- 
tial features of the hospital’s service. They rep- 
resent the type of photography that should be 
standard in all hospital reports. 


Lively and Meaningful Captions 


Captions that attract attention and give the 
gist of the stories which they head are numerous. 
Typical examples are given here: 

“Bringing New Life Into an Old World.” The 
ever increasing importance of the maternity de- 
partment interpreted in terms of service to the 
mother, to the newborn baby and to society. 

“The Broader Horizon of St. Luke’s—Social 
Service.” Emphasis upon the devoted service 
that links the hospital’s scientific treatment with 
the city’s welfare agencies of other types. 

“That Childish Memories May Not Be Un- 
happy.” An interpretation of the children’s de- 


[work of « great that depict accurately the 


partment in terms of its service to childhood. 
“What the Guest Receives for His Dollar.” A 
simple explanation of the problem of hospital 


charges, which is valuable in connection with the 
section entitled “Where the Hospital Dollar 
Goes.” A subhead in this section, “Keeping Down 
the Upkeep,” is alive with vitality. 

“The Drug Store That Is Only a Drug Store.” 

A lucid exposition of the service given by the 
hospital pharmacy. 

“Forty-Three Young Doctors at Your Service.” 
The significance of a hospital’s intern service. 

“X-Ray—Guiding Beam of Medical Science.” 
The function of auxiliary technical services as 
an aid to physicians and surgeons in physical 
diagnosis. 

“The Rose That Bloomed Again at St. Luke’s.” 
The story of a thirteen-year-old Italian girl, a 
victim of heart trouble, who was helped by the 
hospital. 


Using Human Interest Material Effectively 


Human interest material of genuine promo- 
tional value runs through the report. The 
writers of the report have examined the case 
records and financial figures of St. Luke’s with 
exploratory minds. From this mass of material 
they have selected the most striking and repre- 
sentative facts. 

The story of Rose, the Italian girl who was 
helped back to health, is exceptional in the pro- 
motional literature of hospitals. Yet many hos- 
pitals, if they would, could duplicate this story 
from their social service and out-patient records. 
It tells how this girl was brought to the hospital, 
a pale, anemic, 20 per cent underweight victim of 
endocarditis. How she was treated for five 
months and given a careful diet; how she learned 
sewing, knitting and basket weaving in occupa- 
tional therapy classes; how social service follow- 
up placed her during summers at a camp for 
cardiac children; how it placed her in a school 
for cardiac children that furnishes transporta- 
tion to and from classes in a school bus; how the 
social service worker persuaded Rose’s father to 
move from their small, dark, three-room base- 
ment flat to a lighter, airier apartment; how a 
member of the woman’s board sent Rose, as a 
Christmas present, a new, comfortable bed— 
these and other details concerning this pathetic 
case reemphasize the réle of the hospital in the 
reclamation of weakened humanity. 
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Hospital superintendents may well follow this 
example and use in their promotional activities 
the rich material buried in social service and out- 
patient case records. 

“Caring for More Than One Hundred Clinical 
Patients Every Day” is more than a justification 
of St. Luke’s out-patient department. It is a 
graphic portrayal of the wide service performed 
by a modern hospital. Here are charts that show 
the number of clinics held and the average attend- 
ance at each, classified by types of service; also 
the number of clinic visits and the number of 
new cases, again classified by types of service. 
The total yearly number of visits, 37,945, is ex- 
pressed as more than 700 a week, or more than 
a hundred a day. Emphasis is placed upon the 
fact that this service costs the institution $33,000, 
and that charges to visitors are only fifty cents 
for the first visit and twenty-five cents each for 
succeeding treatments. For the work of this de- 
partment, there are required the services of sixty- 
eight physicians, two graduate nurses, eight 
social service workers and many pupil nurses. 

Analysis of the chief items of hospital ex- 
penditure is made under the caption, “Where the 
Hospital Dollar Goes.” But this is not the or- 
dinary dry table of expenditures. There is, for 
example, the item of $240,000 spent for food. 
Some of the interesting explanations of this item 
follow. “A total of approximately 3,500 meals 





An interesting illustration in St. Luke’s annual report shows one of the private dining rooms maintained for 
tiny patients. 
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is served every day. It would take a flock of 
1,800 hens, each laying every day, to supply the 
eggs used at St. Luke’s Hospital. It would re- 
quire a herd of 50 cows to furnish the 180 gallons 
of milk consumed at the hospital daily, to say 
nothing of the 140 pounds of butter and the 30 
gallons of cream used each day. . . For Sun- 
day dinner at St. Luke’s, chickens are purchased 
in quantities of from 120 to 180. Fifteen hun- 
dred oranges, on the average, are used every day. 
From 250 to 350 loaves are the hospital’s daily 
ration of bread. Think what it means to make 
the breakfast toast for 500 patients! One hun- 
dred and five tons of meat, including 15 tons of 
ham and bacon, and 40 tons of sugar, 8 tons of 
coffee and 175 tons of potatoes were purchased 
by St. Luke’s in 1929.” 

Repairs and general upkeep cost St. Luke’s 
Hospital $41,500 in 1929.- This was in spite of 
a number of economies effected through the 
maintenance of complete repair shops within the 
hospital. Thus, the hospital renovates its own 
box springs, restuffs its own mattresses and re- 
upholsters its own furniture. 

“What the Guest Receives for His Dollar” 
constitutes an effective appeal for an understand- 
ing of the efficient service of the hospital. It 
points out that every meal is delivered to the pa- 
tient’s room; that he may have in-between feed- 
ings of milk, fruit juice or other foods; that often 
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he is given highly technical dietetic counsel and 
special diets; that he receives nursing service, 
intern service, use of the operating rooms and 
expensive surgical equipment and medical sup- 
plies; that a portion of his payment goes for the 
training of nurses and interns and for their 
board, lodging and uniforms; that patients in 
more expensive rooms help to pay the expenses 
of free, part-pay, and many of the full-pay pa- 
tients in the main building; that the average daily 
cost of maintaining a bed in the main building is 
$4.24, while the average daily income per bed is 
$2.19. 

Evaluation of St. Luke’s unique contributions 
to the life of a great metropolitan center is con- 
tained in the section. entitled “Rendering a Dis- 
tinctive Service to Chicago.” Here we learn that 
the hospital’s location on the edge of the congested 
loop district and at the same time at the gateway 
to a section of poverty requires efficient service 
for numerous accident, emergency and charity 
cases. We learn that 20 per cent of the work was 
free during 1929, and that the cost of this free 
service was $200,000. We learn further that dur- 
ing this period there were 3,306 free patients and 
960 part-pay patients. We learn that approxi- 
mately 35 per cent of 37,945 clinic visitors paid 
nothing at all for their treatments, and that the 
remainder of them paid only nominal amounts. 
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These are the salient features of a report that 
bears all the evidences of good promotion, includ- 
ing literary craftsmanship. At the front of the 
report is a list of the members of the woman’s 
board. Following that is the report of the presi- 
dent, which states the primary needs of the in- 
stitution for buildings and endowments. Follow- 
ing the section referred to on the distinctive serv- 
ice rendered to Chicago by the hospital, comes a 
historical sketch entitled “Sixty-Six Years 
Young.” , 

“Humanization of Hospital Service” is a sec- 
tion that relates the many material and personal 
services given by the hospital for the speedy cure 
and the comfort of patients. Color therapy, 
soundproofing, library service, portable radios, a 
chapel and solariums are all agencies that em- 
phasize the therapeutic value of humanized en- 
vironment. Finally, the insistence upon a genu- 
ine spirit of service among all members of the 
personnel is noted. 

The next two sections, on the children’s de- 
partment and the maternity department, have 
already been reviewed. The method of baby 
identification, especially the taking of footprints, 
is explained in detail. 

The surgical side of the work at St. Luke’s can 
be pictured only in high lights. On the average, 
more than eighteen operations a day are per- 
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A part of the training of this hospital’s student nurses is the preparation of patients’ food trays under the super- 
vision of a dietitian. 
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formed; in 1929, a total of 6,665 operations took 
place. Preoperative routine is explained briefly 
and the quantity of gauze, sterilizing agents and 
other supplies used is stressed. 

Activities of the 157 staff physicians are de- 
scribed in the next section. The weekly staff 
conference; the eleven service departments; in- 
struction to interns, medical students and pupil 
nurses; the out-patient service performed by 
seventy-one physicians, who conducted 37,000 
consultations and the monthly meeting of the 
medical board of the hospital are all explained. 

The section devoted to 
the work of the labo- 
ratory summarizes the 
types of examinations 
made during the year, 
graphs the average num- 
ber of laboratory exami- 
nations a month at St. 
Luke’s during the last 
ten years and lists the 
personnel of the labora- 
tory. 

How the x-ray beam 
guides medical science is 
vividly told in the next 
section. We note that 
this department cared 
for more than 10,000 
cases during 1929; that 
38 per cent of the work 
is done free of charge; 
that every case sent to the department by the 
social service department is cared for, whether 
payment can be made or not; that eight trans- 
formers with a total capacity of more than 
200,000 volts are being taxed to the limit to care 
for the work now being done; that six machines 
are in constant use for diagnostic purposes, and 
two are used for therapeutic treatments; that 
education in this branch of hospital work is pro- 
vided through a two-year fellowship for graduate 
physicians and a one-year course offered to five 
women who wish to become x-ray technicians. 

Physical therapy and occupational therapy are 
explained in detail. The director’s intensive 
study of individual patients to fit occupations to 
their curative needs is made clear. Next comes 
an exposition of the devoted, self-sacrificing work 
performed by the woman’s board. Total contri- 
butions of members of the board were $50,000, 
of which $40,000 was earned at the annual fash- 
ion show. Of this amount, more than $18,000 
was expended to defray the expenses of nearly 
38,000 clinical cases and nearly 1,000 free hos- 
pital cases. 
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A future citizen of 
Chicago is being 
given his first bath 
at St. Luke’s. 


The three stories that follow, on the out- 
patient department, the social service depart- 
ment and the “Rose that bloomed again” have 
already been stressed because they are probably 
richer in reader interest than any others in- 
cluded in this report. Discussions of the nurs- 
ing service and the intern service include esti- 
mates of the cost of these educational functions. 
The presentation of the pharmacy, already de- 
scribed, is followed by a summary description of 
the hospital viewed as a business investment, and 
an exposition of the system of business manage- 
ment. 

Throughout the report there is painstaking at- 
tention to mechanical details such as the layout 
of illustrations and captions. Photography is 
beautifully clear, always. 

In addition to the photographs already men- 
tioned, the following are noteworthy: a photo- 
graph of Chicago’s loop district, with the hospital 
encircled, to show its proximity to the loop; a full 
page of views of the general sewing room, the 
linen supply room and the laundry; a page of 
views of the different operating rooms, including 
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Hospital pictures that appeal to the public—a section of the pharmacy is illustrated above and the picture below 
depicts a cooking class for student nurses. 


the operating amphitheater; the fluoroscope in 
operation; weighing in at the children’s clinic; 
putting on a cast. 

Those who planned and prepared this hospital 
report have made a distinctive contribution to the 
philosophy and the technique of hospital public- 
ity. They have boldly decided that readers are 





more interested in stories about the hospital’s 
service to patients than in tables of statistics, 
accounting details and medical case records pre- 
sented in technical terminology. They have told 
those stories in simple, vivid language, well illus- 
trated. It is to be hoped that their promotional 
enterprise will bear the fruit which it deserves. 
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HE problem of labor turnover in the hos- 
pital, particularly among the domestic help, 
is one that has caused anxiety among super- 
intendents in every part of the country. In some 
hospitals this problem has become so acute as to 
prove an economic hazard and has impaired 
the efficiency of the hospital. 

In an attempt to arrive at some conclusion re- 
garding the subject, THE MODERN HOSPITAL re- 
cently sent out a questionnaire to hospital ad- 
ministrators in practically every state in the 
Union, seeking suggestions that would be of 
benefit in the hiring and retaining of kitchen, 
domestic, laundry, maintenance and office help. 

The answers and suggestions received vary 
widely, and while many of them are valuable 
and may greatly aid the reader, it is doubtful 
whether any conclusions have been reached. 
Floaters, alcoholism, higher wages in other in- 
dustries, seasonal allurement and distaste for 
hospital atmosphere seem to be the chief causes 
of unrest, and it is obvious that some of these 
could be eliminated by more careful methods of 
employment. For instance, a man with a record 
as a shifter, an alcoholic or one who has worked 
in summer resorts should not be hired. The 
competition found in general industries or in 
other types of institutional work, such as schools, 
is largely a matter of pay and surroundings. 


Should Maintenance Be Provided? 


Since it is difficult for the hospital to bid for 
help against factories on a salary basis, it has 
been almost a universal rule to provide full main- 
tenance or partial maintenance as a part of the 
compensation. While this may have been a 
proper arrangement several years ago, it is doubt- 
ful whether any form of maintenance is an in- 
ducement to-day, except when local conditions 
make it necessary. There are those who are 
steadfast in the theory that when no maintenance 
is offered, floaters and other undesirable help are 
automatically eliminated. Some believe that when 
the help are interested enough to bring their 
lunch or to live at home, they are not so prone 
to change their jobs. There is no question that 
in many localities this is true. On the other 
hand, there are isolated cases in which full main- 
tenance is necessary because of local conditions. 
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How Labor Turnover May Be 
Reduced 








The question of maintenance must always be de- 
cided by the superintendent, and it would be 
difficult to lay down any general rule on this 
subject. 

The question of better pay for employees, it 
is believed, should be given serious thought. From 
thirty to fifty dollars a month for domestic help 
cannot be considered as extravagant in these days 
of high wages in every industry, and hospital 
administrators should weigh carefully the advan- 
tages of eliminating turnover against the outlay 
for additional salaries. 


Training Nonprofessional Help 


Unquestionably the most constructive thought 
that has come out of the questionnaire is the 
possibility of training all types of nonprofessional 
help in the hospital. When a prospect for gain- 
ing a better social position and an increase in 
salary through advancement are held out for the 
hospital employee, two things usually result, 
first, it is possible to obtain a high type of help, 
and second, the labor turnover is materially re- 
duced. As is the case with other hospital ques- 
tions, the problem of labor turnover will be 
solved only by close study. 

There are various methods of training em- 
ployees. Definite information concerning the 
duties assigned to each position should be on 
record. The schedule may be a typed outline, 
listing all the duties or it may be a book of the 
rules and regulations that govern each position 
or some similar form of job analysis. Conditions 
of employment should be a matter of record and 
should be explained in detail at the time of em- 
ployment. 

In addition to careful explanation of the duties 
of each job, department heads should exercise 
intensive personal supervision, especially over 
new workers. For example, orderlies should be 
carefully watched by the head orderly or some 
other responsible official until they have demon- 
strated their capability. 

Perhaps the engineering department represents 
the best example of the success of the policy of 
training employees. At any rate, the statistics 
returned by those who answered the questionnaire 
show clearly that the turnover is small in this 
department. In many hospitals the engineer 
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helps his men to increase their ability and to se- 
cure a license for the job ahead of them. A 
man who starts to work without a foreman’s li- 
cense works to get the first license, then the 
second; and the foremen are encouraged to take 
examinations for engine work and other work. 
When employees are thus able to increase their 
ability to earn money, they remain longer. 

It is granted that not all employees can be 
trained for higher posts. Those who cannot be 
thus trained, however, should be carefully super- 
vised. One large hospital has an inspectress who 
supervises the following employees: the foreman 
of wall washers, the foreman of floor scrubbers, 
the foreman of floor waxers and polishers and 
the foreman of yardmen (transportation depart- 
ment). The foremen are responsible to the in- 
spectress and the inspectress is responsible to the 
housekeeper. Without careful supervision based 
on some such scheme of organization, the help 
may damage the building, break the equipment, 
get drunk or go to sleep on the job. 

Several administrators wrote that they have 
trained orderlies for responsible positions in 
other lines of work throughout the hospital. It 
is believed that this is a sound policy, because a 
good man secured for service as an orderly will 
not wish to remain long at such work. 

Of primary importance in the stabilization of 
personnel is the attitude and the morale of the 
worker. Any kind of work seems hard to an 
individual who is not interested in his work. 
Hospital superintendents should endeavor to 
create in individual employees un interest in their 
work. In one hospital, before an application for 
any position is accepted, the department head 
confers with the applicant and explains his duties, 
his loyalty to the institution and to the group, 
his value to the organization and the general 
regulations controlling the group. This should 
tend to make him feel himself a part of the or- 
ganization and to create esprit de corps. The 
department heads are made to realize the impor- 
tance of conference with employees and the value 
of their suggestions and are asked to show con- 
sideration for each individual. 


Winning Loyalty From Employees 


Intelligence and a sympathetic attitude create 
loyalty. There is a big difference between trying 
to make a new employee fail and trying to help 
him succeed. Most executives who touched upon 
this subject agree that people are responsive 
when they are accorded fair treatment. 

Personal problems of employees often handicap 
them in the successful discharge of their hospital 
duties. For this reason, department heads should 
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encourage employees to confide in them. Often 
domestic and financial difficulties, which would 
cause employees to leave on account of threatened 
garnisheement, can be smoothed out by the super- 
intendent. 

Scores of statements by representative admin- 
istrators present conclusive evidence that a defi- 
nite policy and procedure for the exclusion of 
undesirable personnel minimize labor turnover. 
In fact, some large hospitals which do not yet 
have personnel departments are considering es- 
tablishing them. 


How Friction May Be Avoided 


It is essential that employment be confined to 
those applicants who will fit into the organiza- 
tion without friction, as far as this can be con- 
trolled in advance. Most administrators agree 
that to run a hospital successfully it is necessary 
to secure employees who are compatible with 
their fellow workers as well as efficient in their 
work. 

Certain procedures are valuable in minimizing 
turnover, especially in large cities. A careful in- 
terview at the time of employment, obtaining 
references when possible before employment, 
recording fingerprints to eliminate those who have 
police records and a reference file that may be 
consulted before reemployment are all factors in 
reducing turnover. 

A bonus system for employees is a potent aid 
in the stabilization of personnel. A typical bonus 
system used in a progressive institution is as 
follows: After five years of continuous service, 
the employee receives 5 per cent of his salary, 
in two payments, every year until he has been 
with the institution ten years, when he receives 
10 per cent; at the end of fifteen years, 15 per 
cent, and at the end of twenty years, 20 per cent. 
In this way it is possible to reward those em- 
ployees whose value has increased because of 
their stay in the hospital. 

Of almost equal importance is the vacation 
plan, although there is good evidence to indicate 
that vacation plans are much more common 
among hospitals than bonus systems. Vacation 
plans vary with hospitals. In many institutions, 
employees who have been with the hospital one 
year receive one week of vacation with pay; the 
second year and succeeding years, they receive 
two weeks with pay. The difficulty of scheduling 
vacations in the summer is intensified in many 
institutions because waitresses and kitchen help 
leave to work in summer resorts. 

Although most hospital superintendents who 
have charge of large institutions follow the policy 
of giving department heads free rein in_ the 
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choice of employing workers within their own 
departments, a few administrators are strong be- 
lievers in a centralized employment department. 
They claim that employment directly by depart- 
ment heads usually results in relatives or friends 
of other employees being hired. An argument 





TABLE I—REASONS FOR CHANGES AMONG 
NONPROFESSIONAL HOSPITAL EMPLOYEES, 
ARRANGED IN- ORDER OF IMPORTANCE 
Times 
Mentioned in 
Reason Questionnaire 
Shifters or floaters ............. 82 
Left for higher pay ............. 78 
a a so hia ind ocak en ask 76 
ok i ch Sala aetna Gi i 71 
Female employee married ........ 68 
Employee not teachable, uncoopera- 
Sere roe 64 
Seasonal restlessness of employees 
SREP Rapti eer 59 
Employee’s duties not fitted to his 
DT. <tssackdveheeveneas 55 
Employee cannot get along with 
GEG GUAMIOTOGS 2. cc cccccees 51 
fy) ae 45 
Theft of property belonging to hos- 
pital, patients or employees .... 25 
ea a ag 24 
Infraction of moral code ......... 17 
Dissatisfaction with living quarters 
ee ahs ak awe Kee yews eae 13 
Working day too long ........... 13 
Dissatisfaction with working con- 
ditions—heat, light, ventilation, 
SS rene re rer 13 
Wages not paid frequently enough . 7 











in favor of a central employment office is that 
with this method prospective job seekers are not 
allowed to ramble around the building looking for 
department heads, and that rules, regulations, 
working hours, time off duty and vacation pe- 
riods are explained to all with uniformity. 

With a centralized employment service, when 
help is needed the department head fills out a 
requisition for an employee, stating whether the 
new worker is required for replacement, relief 
or entirely new service. This requisition is for- 
warded to the superintendent for approval. In 
large hospitals where the employment officer is 
the purchasing agent or the assistant superin- 
tendent, the requisition is filled by this officer 
after approval. From the applications on file, it 
is usually possible to get in touch with someone 
immediately. If the employee is accepted, an 
employment record card is made out, which goes 
to the superintendent and later to the business 
office. Some hospitals also use release cards when 
an employee leaves or is discharged. 

The important causes of change among non- 


THE MODERN HOSPITAL 81 


professional personnel are listed by rank in 
Table I. These are the reasons listed in the ques- 
tionnaire. In addition, a number of other reasons 
were mentioned by the superintendents who re- 
plied. These, with the number of times each was 
mentioned, are as follows: illness in employee’s 
family, 1; to complete education (to return to 
school), 7; poor work, 1; incompetent, 1; unsat- 
isfactory, 3; gossiping, 1; reduction of staff, 1; 
reduction of pay roll, 1; lazy and careless, 1; 
dope, 1; drugs, 1; moved away from city, 4; 
family left city, 1; change of residence, 1; lying, 
1; tired of night work, 1; infraction of hospital 
rules, 1; temporary employees, 4; to help father, 
1; job completed, 1; to continue preaching, 1; to 
be with mother, 1; discourteous to hospital pa- 
tron, 1; mistreatment of patients, 1; pensioned, 
1; home duties, 2; tardiness, 1; to teach, 1; loafing 
on duty, 1. 

Statistics tabulated from the replies lead to no 
definite conclusions. Table II shows the average 
number of changes among nonprofessional em- 
ployees of 118 hospitals. In a general way these 
averages show that the turnover is greatest 
among domestic help and least among clerical 
workers, with the turnover among mechanical 
employees midway between the other two, but 
considerably nearer the slight turnover of office 
workers. 

Variance shown by the statistics of turnover 
for hospitals of the same bed capacity was so 
great that no sound conclusions could be reached. 
In an attempt to compare hospitals on a uniform 
basis, three ratios were compiled for the fifty 
hospitals that gave the total number of their em- 
ployees as well as the number engaged to fill the 
places of those who resigned or were discharged. 





= a 
| TABLE II—AVERAGE NUMBER OF CHANGES 





AMONG NONPROFESSIONAL EMPLOYEES 
OF 118 HOSPITALS* 
Class of 
Employee Discharged Resigned Engaged 
Clerical ..... 1.5 4.4 6.1 
Domestic .... 28.2 54.4 83.6 
Mechanical .. 5.1 10.3 15.8 
| All classes .. 34.8 69.1 105.5 





| *In all cases the figures under the column headed 
“engaged” are slightly greater than the total of the 
first two columns. This is true because hospitals added 
more workers than were discharged or resigned. | 








These ratios were as follows: first, new employees 
to beds; second, total nonprofessional employees 
to beds; third, new employees to total nonprofes- 
sional employees (this ratio is the same as the 
more common percentage of turnover). Range 
in the ratio of new employees to beds is from 1 
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new employee for 50 beds to 1 new employee for 
each 0.5 bed. Range in the ratio of total non- 
professional employees to beds is from 1 nonpro- 
fessional employee for 4.3 beds, to 1 nonprofes- 
sional employee for each bed. Range in the ratio 
of new employees to all nonprofessional em- 
ployees is from 1 new employee for 38 nonpro- 
fessional employees, to 1 new employee for 0.4 
of 1 nonprofessional employee. 

It should be remembered that this study deals 
only with nonprofessional employees, that all 
student nurses, student dietitians, interns, staff 
members, departmental executives and other pro- 
fessional workers were excluded. Detailed an- 
alysis of the figures confirms the statement made 
by J. Goodfriend, “Beware of turnover statis- 
tics!” 

Whether workers with previous hospital expe- 
rience are more desirable than those who have 
never worked in a hospital is the final point of 
interest in this study. The average number of 
workers engaged, who had hospital experience, 
was 30 per cent of the total number engaged, in 
the sixty-eight hospitals that gave information 
on this point. Some of the superintendents are 
convinced that only those employees who prefer 
to work in hospitals should be hired. Others are 
equally certain that by hiring inexperienced 
workers, they minimize the possibility of em- 
ploying floaters and are able to train employees in 
their own methods. 

It is apparent that by noting the reasons for 
changes listed in Table I and by careful training 
of employees, labor turnover in hospitals may be 
minimized even though it cannot be eliminated. 





Medical Frauds to Appear in 
a New “Rogues’ Gallery” 


More than 25,000 medical quacks, manufacturers of 
spurious “cure-alls,” and others of similar character are 
listed in the new “rogues’ gallery” of the New York City 
department of health, said to be the first of its kind in 
the world, according to Shirley W. Wynne, health com- 
missioner of New York. 

Carefully concealed within folders are the incriminat- 
ing histories of not only those who have flouted the law 
but also of many who, although admittedly near the 
danger line, have so far been successful in evading arrest. 
Almost every known member of the class of gentry who 
defraud the public, delude the sick and ensnare the well 
through quack medical advice, illegal medicine, spurious 
“cure-alls” and so-called electric devices has been enrolled 
in the new “rogues’ gallery.” 

In the gallery are the published bulletins detailing the 
investigations of the National Better Business Bureau on 
nationally advertised “medicines” and all articles or 





1 Goodfriend, J., Labor Turnover—What Will the Hospitals Do 
About It? THe Mopern Hosprrat, April, 1930, p. 53. 
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propositions having to do with health; the names of firms 
and individuals against which postal fraud orders have 
been issued during the last five years; complaints, “cease 
and desist” orders issued by the Federal Trade Commis- 
sion against medical firms; notices of judgment issued 
by the Food, Drug and Insecticide Administration of the 
Department of Agriculture against drug products and 
the manufacturers of the same; published reports and 
pamphlets of the bureau of investigation of the American 
Medical Association, as well as its two volumes on “Nos- 
trums and Quackery.” 

To this also have been added the annual files of the 
legal medicine division of the department of health, 
which, alone, include several thousand complaints, in- 
vestigations and court decisions on cases of quackery and 
charlatanism originating or exposed in this city. 





Who Provides Hospital Care 
for the Sick Poor? 


That the practical recognition of the relative public and 
private responsibility for the support of the community 
hospital knows no fixed ratio is demonstrated by a graph 
recently prepared by the Welfare Federation of the 
Oranges and Maplewood (New Jersey). In some localities 
the private purse is largely bearing the burden of caring 
for the sick poor of the community as well as for financ- 
ing commendable public health community and research 
programs. 

Too often municipal authorities for reasons personal or 
political allow others to meet the obligations rightfully 
belonging to them. Fearing the displeasure of their 


PRIVATE CONTRIBUTIONS MUNICIPAL TAXATION 







Minneapolis  §2.31 
Saint Paul 2.17 


ORANGES & MPL.*1.22 





Rochester 82 
Cleveland 6? Buffale 2.06 
Toledo 6 Kewark 1.92 
Filkee-Barre 43 Kansas City 1.60 
Dayton 43 Indianapolis 1.55 
Detroit 42 Rochester 1.45 
Kansas City 38 Cleveland 1.22 
Grand Rapids 37 Detroit 1.17 
gaint Paul 37 akron 1.17 
Canton 3 Milwaukee 1.11 
Minneapolis 2 Des Moines 1.12 
chicage 0 Chicago 1.05 
Milwaukee 29 Grand Rapide 1.04 
Akron +28 Toledo 6 
es Moines 22 Omaha 63 
Dulute 19 Dayton el 
Indianapolis 4 Canton 52 
Buffalo 12 Duluth 43 
Omaha 09 Wilkes-Barre 40 
ORANGES 4 MPL. .09 


constituents if tax burdens should be increased, they re- 
main complacently in the background while some one 
else pays the bills. 

A study of the graph printed here fails to explain the 
great variance between the private and municipal per 
capita grants made in 1929 in twenty representative 
cities in this country. Where municipally conducted hos- 
pitals are not to be found, the directors of private hos- 
pitals are rightfully beginning to demand municipal aid 
on a per capita per diem basis for indigent patients. If 
such grants are not forthcoming in some instances, a sug- 
gestion that a municipal hospital be constructed has been 
pressed. Obviously, of the two alternatives, the former 
plan would as a routine be much cheaper for the 
taxpayer. 
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THE MODERN HOSPITAL 


A Nurses’ Home Planned to Ensure 
a Contented Personnel 


By PAUL GERHARDT, JR. 
Architect, Chicago 


design and decoration of hospitals so that 

they would be cheerful for the patients and for 
the working staff. Now it is a common practice 
in all lines of endeavor to make the surroundings 
homelike, thus elevating the morale of those who 
must pass their time in the buildings. 

The nurses’ home of the Chicago Municipal 
Contagious Disease Hospital has just recently 
been completed. Since the buildings comprising 
the hospital are in an isolated district and since 
the surrounding neighborhood is of an industrial 
character, it was especially desirable to provide 
living facilities that would offset the disadvan- 
tages of the surroundings and would also provide 
mental relaxation for those encompassed by ill- 
ness in their daily work. 

The hospital group now consists of an admin- 


|: former years, little thought was given to the 


Softly tinted walls and furniture and a gay rug of colonial design add an air of comfort to the nurses’ bedrooms. 





istration building containing offices, clinics and 
dwelling quarters for the resident staff, two ward 
buildings containing approximately 400 beds, a 
service building containing kitchens, a dining 
room, a laundry and a bakery, a power house and 
the newly constructed nurses’ home. 

Until the new building was erected, some of 
the nurses lived in the administration building 
and some in a section of one of the ward build- 
ings. The demand for this hospital space became 
so urgent, however, that it was necessary to build 
a separate structure for the nurses. It was con- 
sidered wise to incorporate in the new building 
training school facilities for this specific type of 
hospital work, as few graduate nurses have a 
knowledge of the care and prevention of con- 
tagious disease. In order to provide quarters not 
only for the present staff but also for the an- 
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ticipated additional students, 115 single rooms 
were considered essential. 

The building was designed to harmonize in 
general character with the other structures of 
the group but an effort was made to overcome 
some of the austerity of the other buildings and to 
provide as informal an atmosphere as possible. 















A Georgian style of architecture was chosen. 
The building has four stories and @ basement, 
with a bungalow apartment and a spacious ter- 
race on the roof. The ground plan is T-shaped, 
facing approximately 200 feet along the street 
front. The building is of reenforced concrete 
fireproof construction, the exterior being of 


A view of the lounge on the main floor 

is shown above. The plan illustrates the 

arrangement of the second, third and 

fourth floors, which are identical, with 

the exception of the wing of the fourth 
floor, shown here. 
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pressed brick and cut stone. It faces south on 
Thirty-First Street and has its main entrance and 
public spaces at this point. An enclosed corridor 
links the nurses’ home with the other structures 
of the group. 

On the main floor of the nurses’ home, to the 
right of the entrance, is an office where the nurses 
receive mail, messages and telephone calls, where 
they may keep their keys and where the house 
mother or matron may oversee the operation and 
maintenance of the home. Directly opposite the 
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building no dining room or general kitchen is 
required in this new structure. 

In the basement is a large demonstration room, 
a science laboratory, a diet laboratory and an in- 
structor’s office. In addition, there are a sewing 
room, so equipped that the nurses can make or 
repair their uniforms or other clothing, and a 
small laundry with tubs, driers and ironing facil- 
ities, which may be used for personal fabrics too 
delicate to be sent to the general laundry. 

At the opposite end of the building is a gym- 





The nurses’ home is of reenforced concrete, fireproof construction, the exterior being of pressed brick and cut stone. 


entrance is an assembly hall of ample propor- 
tions, which has removable seats for 200 persons, 
an excellent floor for dancing, a stage for lec- 
tures or amateur theatricals, a dressing room, a 
projection booth, and a serving pantry connected 
by a dumb-waiter with a small kitchen directly 
below. Here, facilities are provided for serving 
refreshments for any type of social activity or 
general meeting. 

At the left of the lobby is a spacious homelike 
lounge, containing davenports and other com- 
fortable furniture, as well as a cheerful fireplace 
and a combination radio and phonograph. Close 
by are parlors for the entertainment of visitors 
or guests. Beyond these social rooms are the 
library and three classrooms, which are a por- 
tion of the training school and are connected by a 
separate stairway with the laboratories on the 
floor below. On the right of the central lobby is 
a suite containing a living room, a bedroom and 
a private bath, all comfortably furnished, for the 
house mother. Beyond are several of the single 
rooms. A general cloak room and public toilet 
facilities are provided on this floor. Since all 
meals are prepared and served in the service 





nasium containing a volley ball court, bar stalls, 
pulley weight exercisers and other gymnastic 
equipment, including an electrical vibrating 
health machine. The floor of this room is of 
wood blocks, which provide an exceptionally soft 
foothold. In addition there are storerooms, a 
linen room, a trunk room and general toilet facil- 
ities. 

The elevator, centrally located in the main 
lobby, is of the automatic, push button, collective 
control type. 

On each of the three typical floors are thirty- 
five single rooms of ample size, averaging ap- 
proximately 9 feet 6 inches by 13 feet, each sup- 
plied with a separate closet. There is a bathroom 
between each two bedrooms. These rooms are 
decorated in various color schemes, divided into 
four groups according to exposure and location. 
Wall treatments of light green, peacock blue, 
salmon pink and buff have been used and the 
window draperies are of linen in harmonizing 
shades. The bed, the night table, the dresser, the 
straight chair and the table writing desk are of 
steel, in a contrasting color which brightens the 
room and gives it individuality. A bedspread of 
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tufted candlewick material blends into this color 
scheme. The bed is equipped with a spring mat- 
tress and a coil spring which gives exceptional 
softness and comfort. In addition, each room is 
equipped with a comfortably upholstered easy 
chair, a reading lamp, a night table lamp and a 
colorful rug of quaint colonial design, placed on 
the cork tile floor. A novel feature is supplied on 
the inside of each clothes closet door in the form 
of a metal rack, serving as an individual towel bar 
and a soap and toothbrush holder. Each room is 
connected with a buzzer call system communicat- 
ing with the office. A metal, adjustable ventilator 
is placed in the door to the corridor to ensure 
cross ventilation. 


Bath Is Provided for Every Two Bedrooms 


Between each group of two of these typical 
chambers is a bathroom containing a built-in tub, 
a shower bath, a wash basin and a toilet. Over 
the wash basin is a mirrored medicine cabinet. 

The main corridor on each floor has rubber 
tile flooring. At the ends of each of the three 
wings is a small balcony which is most inviting 
in warm weather. Off the main corridor, in addi- 
tion to the typical rooms, are a linen closet, a 
soiled linen chute, a telephone booth, a drinking 
fountain, an electrical clock and a kitchenette. 
The kitchenette contains a small electrical refrig- 
erator, a gas stove, a sink and metal cupboards 
and it may be used by small groups of nurses 
who wish to prepare light refreshments in their 
hours off duty. At the end of one wing on the 
fourth floor is an infirmary for nurses who be- 
come ill. This wing is entirely separated from 
the rest of the floor and in it is a ward fur- 
nished with four hospital beds, tables, chairs and 
curtains. There is also a separate isolation room, 
a bathroom and a utility room containing a 
blanket warmer, a pan washer, an instrument 
case and a sterilizer. 

On the roof of the building is a bungalow apart- 
ment for the use of the superintendent of the in- 
stitution. This contains an attractive living room, 
a dining room, a kitchen and four bedrooms of 
larger dimensions, with communicating baths be- 
tween each two. These rooms are so arranged 
that two may be shut off from the apartments and 
used by members of the hospital staff without 
interfering with the privacy of the occupant of 
the apartment. 

The roof of the main structure serves as a ter- 
race, where the nurses in favorable weather may 
lounge out-of-doors. 

The numerous innovations of this nurses’ home 
tend to add to the contentment of the working 
force and incidentally lessen turnover of per- 
sonnel. 
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Negro Hospital Needs and How 
They Should Be Met 


That the number of hospital beds available to Negroes 
is distressingly small compared with their actual needs, 
is the theme of a paper given by Dr. Peter Marshall 
Murray, New York City, trustee, Howard University, 
Washington, D. C., before the last congress on Medical 
Education, Medical Licensure and Hospitals. The pro- 
portion of hospital beds for Negroes is one for each 1,941 
persons, as against one for each 139 persons for the 
country as a whole, Doctor Murray points out. That the 
Negroes themselves are making a brave attempt to meet 
this need is shown by the nearly two hundred hospitals 
maintained by them. 

Neither is this state of affairs limited to any one sec- 
tion of the country, Doctor Murray says. It constitutes 
a problem in every section. 

While the Negro still uses to a large extent such free 
hospital facilities as are open to him, his experience leads 
him to feel that he will get better treatment if he pays 
something for his medical care. Consequently, his will- 
ingness to pay often exceeds his ability; and yet in the 
200 Negro hospitals practically all of the beds are pay 
beds. 

Doctor Murray has this to say of the practice of ex- 
cluding Negro physicians from the staff of hospitals 
where Negroes are patients: “This practice imposes a 
distinct psychologic handicap on the patient and makes 
the result of treatment given him less effective. If this 
situation is not met adequately we shall not only retard 
the development of the confidence of the Negro patient 
in the Negro physician, and further retard the profes- 
sional development of the Negro physician, but we shall 
fail to use a rich opportunity to convert the Negro public 
to its responsibility to pay its own way for medical serv- 
ice when able and to become contributors to hospital 
movements for the public good.” 

Any hospital program for Negroes should be concerned 
primarily with tuberculosis, venereal disease and maternal 
and infant welfare, Doctor Murray believes. Such a pro- 
gram to be effective would include the removal of re- 
strictions against Negro physicians as staff members in 
public hospitals, and the establishment or development of 
model hospital units in key centers of Negro population 
in the country. 





A Colorful Roof Garden That Makes 
Convalescence Enjoyable 


Patients of the Methodist Hospital, Madison, Wis., 
find convalescence enjoyable on the hospital’s roof garden, 
which is gay with garden chairs and colorful, big um- 
brellas. Here on warm, sunny days are to be found pa- 
tients who can walk and who may be wheeled to the roof. 
A few who cannot even do that have their beds brought 
up into the tower and lie for hours in the sunshine. 

Here the nurses read aloud to the patients, play games 
with them, or bring them refreshing drinks. Sometimes 
the garden is filled with persons who while they are all 
recovering from illnesses and are dressed informally in 
kimonos or bathrobes are happy to be out of their hos- 
pital quarters and are gaily laughing and visiting with 
one another. 

The roof garden looks out over the lovely lake country 
that surrounds the city on every side. 
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Is It Possible to 
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Reduce Hospital 


Expenses Any Further?" 


By J. A. DIEKMANN 


Superintendent, Bethesda Hospital, Cincinnati 


a serious social and economic problem. The 

public is complaining about the excessive ex- 
pensiveness of hospital service. The price of 
medicines, especially that of patent medicines, is 
outrageously high. 

A careful survey last year revealed the amaz- 
ing fact that our national sickness bill amounts 
to $4,000,000,000 annually. This enormous figure 
does not include any sums spent in erecting and 
furnishing hospital buildings, since money for 
these purposes is generally acquired through con- 
tributions. It is estimated that $12,000,000,000 
should be added to the amount of the annual sick- 
ness bill as a loss in future earnings because of 
premature death due to illness. If this were done, 
the bill, not including capital expenditures, would 
total $16,000,000,000. There is no gainsaying the 
fact that the high cost of sickness has become a 
serious social and economic problem. 

Only the very rich and the very poor to-day 
may, without embarrassment to themselves, en- 
joy the benefits that science and hospitals offer. 
The rich are able to pay, and the station in life 
of the poor makes it possible for them to accept 
charity. But the great self-respecting middle 
class—the farmer, the factory employee and the 
professional man—are at a decided disadvantage 
when sickness comes. 


How Many Are Able to Pay? 


I have carefully investigated the records in my 
own hospital, Bethesda Hospital, Cincinnati, 
these last years to discover how many of the 
8,000 patients who enter annually are able to pay 
for the services they receive. One-third can pay 
easily, as they do for their Persian rugs and their 
expensive cars; one-third manage to pay by care- 
ful economy, as they do for their coal and clothes; 
the other one-third face distress, when the doctor 
orders them to the hospital. They earn from $20 
to $25 a week, they have three or four children 
at school and they are paying rent or monthly 
instalments on the little home, the furniture, the 


*Read at the annual convention of the National Methodist Hospitals 
and Homes Association, Chicago, February 18, 19. 


Ts high cost of sickness to-day has become 


radio and the small car they have bought. Then 
weeks, even months, of unemployment shatter 
their minutely figured out finance plans. How 
can these people pay $28 to $35 a week for a pe- 
riod of two to three weeks, and in addition prob- 
ably pay one and one-half times that amount for 
the doctor? In most cases it will take them years 
of grinding economy to recuperate financially. 
Theirs is a desperate situation. 


Hospital’s Situation Is Difficult 


But the hospital’s situation is equally desperate. 
Modern hospitalization has grown exceedingly 
costly. The cash expenditure of the leading eight 
private hospitals in Cincinnati last year was 
$6.22 per patient each day. That of eight other 
leading hospitals in as many different cities was 
$6.32. The average daily cost for each patient 
in all the private hospitals in Ohio was $5.31. The 
average stay at a hospital to-day is twelve days. 
An average of $74.64 was the cost for each of 
the 35,907 patients treated in the eight Cincin- 
nati hospitals mentioned. In the state as a whole 
the cost was $63.82 for each of the 430,547 
treated in the private houses of healing. This 
amount makes no provision for the doctors’ fees, 
or for the patients’ loss in earnings. 

What makes hospital expense so high? The 
public press, the popular magazines and even 
church papers recently have flung ugly accusa- 
tions of incompetency and of graft at hospital 
superintendents. Can we defend ourselves? The 
most common argument advanced by the layman 
is this: “You can get a beautiful room in a first- 
class hotel at $4 or $5 a day. Why does the hos- 
pital charge $6 or $7?” Such an argument seems 
plausible at first, but on close inspection it proves 
to be exactly the contrary. 

Compare the service of the hotel with that of 
the hospital. In a hotel, for $4 or $5 a day a 
guest’s room is cleaned and the bed is made. 
That is all. In a hospital, in addition to these 
services, the patient’s meals are served in his 
room. Because he is sick and helpless, his hands 
and face are washed, he is given a daily sponge 
bath, and a hundred and one additional services 
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are performed for his comfort. The hotel guest 
is healthy and the management has no responsi- 
bility whatsoever for his physical welfare. The 
hospital patient is sick, often seriously so. The 
hospital watches over him as a sacred charge. 
His temperature, his pulse and his respiration 
are carefully recorded and his case is scientifi- 
cally diagnosed. 


The Hotel Is Not a Fair Comparison 


In a hotel, much of the service is done by col- 
ored maids and bell boys who receive little pay. 
Hospital service is rendered by highly educated 
and finely trained technicians, nurses and doctors 
whose education has cost them a great deal of 
money. Then, too, in the hotel the number of 
employees in proportion to that of the guests is 
small, while a well conducted hospital has an 
average of two employees to every patient. 

It is, therefore, entirely fair to say that if 
a hotel had to give the service to its guests that 
the hospital gives to its patients and by the same 
type of employees, it would have to charge $15 
to $20 a day instead of from $4 to $5. Further- 
more, the hotel renders no free service at all. 
The average hospital renders from 25 to 35 per 
cent of all of its services free. The hotel deals 
with its guests only on a cash basis, while the 
hospital, in addition to its large free service, 
loses 5 per cent of its earnings through bad ac- 
counts. 

A recent extensive survey of hospitals in a 
number of cities informs us that during the last 
decade hospital expenses have increased 135 per 
cent, while hospital charges have increased only 
66 per cent. It is only because the average hos- 
pital is far more economically managed than the 
average hotel that it can render service for $5 
and $6 a day, for which the hotel would have to 
charge $15 and $20. 

I need mention only one item of hospital ex- 
pense to explain and justify its high cost. In 
the eight Cincinnati hospitals that have already 
been mentioned, last year 1.63 persons were on 
the pay roll for each patient in bed. The lowest 
pay, including maintenance, might be quoted at 
$55 a month. That would make the one item of 
service expense in behalf of each patient, figuring 
the lowest pay, amount to $3.66 a day. 

How can this trying situation be remedied? 
That is difficult to say. As a rule, hospital su- 
perintendents despair of any remedy. They say 
hospital charges cannot be reduced. Most hos- 
pitals to-day are losing heavily. Bethesda Hos- 
pital last year poured $50,248 into the service of 
her 8,000 patients over and above every dollar 
they paid for this service. 
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I believe hospital expenses can and should be 
reduced, especially in the interest of the poorer 
class of patients. They are more exposed to and 
less protected against injury and sickness than 
are their richer neighbors, and it becomes the 
public’s duty to provide for their care without 
humiliating them with a system that compels 
them to accept charity. 

The following suggestions may be helpful in 
formulating a plan to reduce hospital expenses: 

First, modern hospital buildings mostly are far 
too costly. They are veritable palaces. The av- 
erage room is built and furnished at a cost of 
from $3,500 to $5,000, and its upkeep results 
in large expenditures for which the patient 
eventually must pay. Two-thirds of the patients 
are not at all accustomed to the elegance sur- 
rounding them in the average hospital, nor are 
they able to pay for it. Moreover, such elegance 
and lavishness are not in any way essential to 
the restoration of health. Service and cleanliness 
are, and these can be just as efficient in plain and 
inexpensive surroundings. A_ hospital should 
always be provided with modern scientific appa- 
ratus and equipped with the most modern 
operating rooms and with the best x-ray and path- 
ological laboratories available. But all showy, 
costly and unproductive ornamentation, both in 
buildings and in furnishings, should be strictly 
eliminated in the interest of the patient’s purse. 


Suggestions for Reducing Expenses 


Second, the superintendent should set his face 
like a flint against all wastefulness in his hos- 
pital. The charge of wastefulness in hospitals is 
only too well founded. There is no other place 
where it so easily occurs. A hundred possibilities 
exist for leakage. Here, more than in any other 
business, eternal vigilance is the price of success. 
Supervisors should be trained to watch the linen 
closets and the incinerator chutes, lest the former 
feed the latter, and they should see to it that the 
ash pile in the incinerator does not become a sil- 
ver mine. No person should be appointed to the 
superintendency of a hospital who is not a skillful 
and a conscientiously careful economist. A negli- 
gent manager will quickly increase the daily cost 
to the patients from ten to fifteen cents. Most 
hospitals are saved from bankruptcy only by the 
stern economy of their superintendents. The 
superintendents should never practice grinding 
penuriousness, but they must train themselves to 
be wise and faithful stewards in the interest of 
those who seek help in their houses of healing. 

Third, hospital expenses could be largely re- 
duced by removing the antiquarian custom of pay- 
ing the student nurse a stipend. This custom 
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may have been quite proper years ago when the 
student nurse was little more than a hospital 
maid performing menial labor. But that has al- 
together changed. Most of her time during the 
first year now is given to study. Her practical 
service is almost negligible. Her education incurs 
large expense to the hospital. Full-time teachers 
are employed, properly furnished classrooms, 
finely equipped laboratories, demonstration rooms 
and splendid libraries are provided and all possi- 
ble educational advantages are placed at the stu- 
dent’s disposal. She receives free room and board 
and free hospital and medical service when they 
are needed. Why should she receive cash money 
in addition to all this? The service she renders 
to the hospital during her training essentially 
constitutes her training. Without giving such 
service she could never qualify as a nurse. When 
our daughters attend the college or the conserva- 
tory it costs us $1,000 a year and more. The 
nurse student not only gets her entire education 
free, but she receives from $6 to $15 a month in 
cash. When she leaves the hospital she begins to 
earn immediately while the college girl usually 
must wait months and often a year before a suit- 
able position is found. 

This custom is not only antiquated, it is unfair 
to the patients. Why should they help pay for 
the education of other parents’ daughters? My 
hospital last year paid $11,000 to the students in 
nurse stipends. The patients paid it. It is 
wrong. The best hospitals now are eliminating 
this expense; many are even charging tuition. 
This is as it should be. No profession to-day is 
so easy to enter as that of nursing. Consequently 
the market is badly overstocked. Making the 
training of a nurse more difficult will produce a 
better class of nurses and, what also is very im- 
portant, will greatly reduce the cost of hospital 
service. 


A Revision of Courtesy Schedules 


Fourth, a courageous revision of courtesy 
schedules should be made. We all agree that the 
hospital, especially the church hospital, should 
give as much free work to the poor as possible. 
But let it be in the interest of the poor. We also 
agree that nurse students, interns, deaconesses 
and pastors of contributing churches, their wives 
and minor children should receive free service. 
But pastors who receive a large salary should, 
out of self-respect, pay at least a part of their 
bill. 

Now what are the hospitals throughout the 
country doing? Many of them are rendering 
free hospital service to all of their employees and 
others are allowing them 75 per cent to 90 per 
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cent on their bills. Why? Many of these em- 
ployees are earning from $100 to $200 a month. 
If they came to the same hospital as employees of 
other firms they would be asked to pay the entire 
bill. Is it right to inflict a large part of your 
well paid employees’ sickness bills on your other 
patients? 

Most hospitals extend the courtesy of a 25 to 
50 per cent allowance to all members of the gov- 
erning boards and to their families. Again I ask, 
why? To be sure, the governing boards give of 
their time and their money to the hospital. They 
give, however, not for gain, but for service. If 
board members should need part-free service it 
should be rendered, but when they can easily pay 
in full, a part of their bill should not be paid by 
other patients. When the free service fund has 
been exhausted, every reduction on any one bill 
immediately increases every other bill. 


Should the Doctors Pay? 


Again all hospitals make large courtesy allow- 
ances to their staff men and other physicians 
treating patients in their halls. In fact, many 
hospitals never present a bill to a physician. Why 
not? Are not most doctors more able to pay their 
hospital bills than the majority of the patients? 
They are. What right then have we to allow 
them free service and in that way make other 
patients pay? 

“But,” it has been said, “do not the doctors 
lecture before the nurse classes, do they not treat 
the students and the charity patients without 
making any charge? Should not the hospital, 
then, in return extend the courtesy of a large al- 
lowance to them when they are patients?” No, 
at any rate, not for these reasons. Who provides 
the doctors with their workshop? With rooms 
for their patients? With expensive instruments? 
With costly operating rooms? With skilled nurse 
service? In short, with just everything they 
want and need to perform the operations for 
which they will receive rich remuneration? For 
the service the doctor renders the hospital, the 
hospital in return renders him services that are 
far and above all reasonable expectation, without 
allowing him and his relatives large concessions. 
We must always remember that such concessions 
must ultimately be paid by the other patients, 
many of whom find it exceedingly difficult to pay 
their own bills. I am convinced that if board 
members and physicians could view the matter 
in this light, they would refuse to accept con- 
cessions. 

Fortunately all hospitals have at their disposal 
funds that can be used in giving free and part- 
free service to the poor. But the practice that 
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is universally prevalent in hospitals in making 
allowances to certain groups who could easily pay 
for any service received is wrong. It is wrong 
because allowances made to such groups will 
logically be reflected in the charges made to other 
patients. It is conceded in all walks of life that 
the more fortunate must help bear the burdens 
of the less fortunate. That is gladly conceded 
also in hospital life. But it is unfair to continue 
a practice that imposes upon others the burdens 
of those who can easily bear such burdens them- 
selves. It is wrong in hospital practice as it is 
in every other relationship of life. 

This situation, however, will not be solved until 
all hospitals unite in tackling it. No individual 
hospital will have the courage, nor can it afford 
to do it alone. Unfortunately, hospital service 
to-day is costly. But, it is efficient. And if this 
is the case, is it really too costly? since health 
is life’s best boon and man’s greatest wealth, 
should any expense seem too great toward its pro- 
tection and restoration? When we consider the 
amazing fact that the life of the average citizen 
in America during the last quarter of a century 
has been prolonged from thirty-five to fifty-five 
years, and when we remember that other grati- 
fying fact that the mortality rate in our hospitals 
has been decreased from six and seven to two and 
three for each hundred patients, we will realize 
that all the money that has been spent by the 
church and the public in the promulgation of 
health programs has been a tremendously worth 
while investment. 

Will the problem of the high cost of sickness 
ever be solved? That is a difficult question to 
answer. One effective way to solve this distress- 
ing health problem would be for wealthy citizens 
to endow the hospitals of their city, so that these 
could take care of all patients irrespective of their 
financial status. Money placed with the average 
hospital renders more dividends in genuine Chris- 
tian service than that placed into art galleries, 
schools and, possibly, even churches. 





The Shortage of Capable Women for 
Superintendents and Supervisors 


“Popular belief to the contrary, there is at the present 
time no shortage of nurses in the cities and has been 
none for the past five years,except during periods of 
epidemics,” says Dorothy Dunbar Bromley in an article 
in Harper’s Magazine for July. “Yet there is no doubt 
that during the busy seasons there is often a serious 
shortage of well qualified nurses, and this is the reason 
why doctors talk of a general shortage.” 

“There is a decided shortage of capable women to 
fill the positions of superintendents of nurses and super- 
visors in hospitals,” the article continues. “In public 
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health, too, there is a shortage of nurses who have had 
at least a high school education and have been wel! 
trained in bacteriology, the handling of contagious dis- 
eases and the technique of asepsis. 

“While the number of private duty nurses has been 
rapidly multiplying, the number of persons in a positior 
to employ this type of worker has been relatively de- 
creasing. Doctors are more and more inclined to send 
their patients to hospitals. The hospitals in their turn 
are enrolling more and more students to take care of 
the rising tide of patients and are sending out more and 
more graduate nurses into the already overcrowded pri- 
vate duty field. All this constitutes a vicious circle, to 
say the least.” 


Medical Facilities of a Rural County 


—A Survey 


“A Survey of the Medical Facilities of Shelby County, 
Indiana: 1929,” and an abstract of the survey are the 
most recent reports published by the Committee on the 
Costs of Medical Care. They are the first of a series of 
such surveys. Others will deal with the medical facilities 
of a large city, of a medium sized city and of several rural 
communities. 

Shelby County was selected from among several coun- 
ties, because it seemed to be as nearly typical of a Mid- 
western rural county as any county that might be found. 
Shelby County has an area of about 400 square miles, 
a population of about 25,000 and is principally devoted 
to agriculture, although in the county seat, Shelbyville, 
there is considerable manufacturing of furniture. The 
information contained in the study was obtained by per- 
sonal interviews with all the physicians, dentists and 
other practitioners in the community and by a study of 
the records of the local hospital, the various public health 
agencies and of those agencies outside of the county 
which furnished medical care to the people living in this 
community. 

The survey shows that the people of Shelby County 
spent more than a half million dollars for the care and 
prevention of illness—about $21 per capita. This is dis- 
tributed as follows: drugs and medicine, $187,161, or 34.8 
per cent; physicians, $153,915, or 28.6 per cent; hospitals, 
$79,173, or 14.7 per cent; dentists, $55,180, or 10.3 per 
cent; osteopath, optometrist, Christian Science practition- 
ers, chiropodist, $20,500, or 8.8 per cent; chiropractors, 
$20,148, or 3.7 per cent; registered and practical nurses, 
$14.500, or 2.7 per cent; public health, $7,164, or 1.3 per 
cent. 

Shelby County has thirty-one physicians, thirteen den- 
tists, two graduate registered nurses and twenty-five 
practical nurses, one osteopath, five chiropractors, six 
Christian Science practitioners, one optometrist, one chir- 
opodist, nine drug stores, one hospital, three public health 
officers and a public health nurse. 

The hospital is operated by the city of Shelbyville. It 
has a capacity of forty-six beds and a personnel number- 
ing eighteen. It has no regularly organized out-patient 
department, but about 125 ambulatory patients visit the 
hospital each year for x-ray, for emergency work or for 
other services. In 1928, of the total bed days of care, 48 
per cent were for Shelbyville citizens, 28 per cent for per- 
sons residing in the rest of Shelby County and 24 per 
cent were for persons from outside the county. On an 
annual basis the hospital has never been used to more 
than 33 per cent of its capacity. 
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Practical Administrative Problems: 


Standing Orders 


and Their Value 


to Medical Patients 


By JOSEPH C. DOANE, M.D. 


Medical Director, Jewish Hospital, Philadelphia 


ness of the possession by hospitals of an effi- 
cient standing order book was remarked in 
the last issue of this magazine.' 

Professional standing orders covering the con- 
duct of the admission department and the prepa- 
ration of specimens for transmission to the labo- 
ratory as well as orders relating to certain other 
general hospital divisions were described in de- 
tail. The fact was stressed that the existence of 
carefully conceived standing orders in no way 
should curtail the originality and resourceful- 
ness of the members of the visiting and resident 
staffs. The patient is without doubt benefited 
by these orders. Indeed, since it is most impor- 
tant that the patient be subjected to a careful 
diagnostic survey as early as possible following 
his admission, the existence of a routine cover- 
ing such a study often saves him both time and 
money. Nor should such a group of standing 
orders cover only the work of the general and 
special surgical departments. It is equally im- 
portant that a description of an efficient medical 
routine be formulated. It shall be the purpose, 
therefore, of this article to outline professional 
standing orders as they relate to the diagnosis 
and treatment of the medical patient. 

To the experienced hospital executive, many 
of the following suggestions will appear too ob- 
vious to justify repetition. To the neophyte in 
nursing or medicine they may seem less trite. 
None will deny that properly to conduct the com- 
plicated hospital machine no necessary detail 
must be allowed to assume a nonconsequential 
role. 


| ms theoretic as well as the practical useful- 


Economy of Patient’s Time Important 


Upon admission of the patient to the medical 
department, certain early steps are strongly in- 
dicated. The intern or resident physician in 
charge should be immediately notified that a new 
patient has been admitted to his service. Fre- 
quently too long a time elapses between the ar- 


1 “Suggestions on How to Compile a Standing Order Book,” Tue 
Mopern Hosprrat, August, 1930, p. 95. 


rival of the patient in the admission department 
and the time at which he reaches the ward to 
which he is assigned. Economy of the patient’s 
time is little less important than a conservation 
of the doctor’s time. 


Taking Necessary Early Precautions 


A definite provision concerning the prescribing 
of a provisional diet is often necessary in case 
the patient should arrive at the hospital at or 
about mealtime. A telephone communication, 
originating with the admission intern and pro- 
ceeding to the head ward nurse, is frequently suf- 
ficient to take care of this emergency. It is, of 
course, improper for a nurse to decide as to the 
nature of the patient’s first meal, since in a case 
of diabetes or nephritis, the wrong food can be 
harmful. A prompt recording of the new patient’s 
temperature, pulse and respiration rate and an 
early general survey of the medical condition are 
usually the first steps taken by the ward nurse, 
since the promptness of the intern’s arrival at 
the bedside should vary in proportion to the grav- 
ity of the condition as described by the nurse. In 
most institutions a regulation exists that a “crit- 
ically ill” slip originate in the receiving depart- 
ment and accompany the patient to the ward 
should his condition demand the immediate pres- 
ence of a resident physician. 

Training school orders usually provide for the 
anticipation of a doctor’s requirements should a 
patient in coma or in active delirium be admitted 
to the medical service. It should be necessary 
only to hint that a sterile infusion or blood-letting 
tray be continually at hand and that sterile glu- 
cose and sodium bicarbonate solution be always 
in readiness. A ward nurse should not leave a 
new patient’s bedside until the intern has arrived. 
This is particularly indicated when a state of ac- 
tive delirium or deep coma is in evidence. The 
danger of the patient falling from bed or of sus- 
taining other injuries, such as biting the tongue, 
should be avoided in this manner and a definite 
regulation covering this point enacted. Wholly 
obvious as such a measure may seem, it will not 
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be carried out unless a definite order is given. 

When the intern arrives and completes his in- 
itial examination, the safety of the patient may 
demand the use of restraint in some form. Re- 
straint standing orders are of the utmost impor- 
tance. Procedures outlined to cover their use 
usually state that in delirium, psychopathic con- 
ditions, convulsions, extreme old age and, on oc- 
casion, in the examination and treatment of 
children, some form of restraint is indicated. In 
general hospitals this subject is too often neg- 
lected. Indeed, in institutions that are otherwise 
well equipped, restraint straps and muslin re- 
straint bands are often conspicuous by their 
absence. For example, muslin restraint bands to 
be used on the wrists and ankles are made of 
double, unbleached muslin, 5 inches wide and 5 
yards long and padded for approximately 2 feet 
in the center. The unpadded section of wrist re- 
straint bands is slightly longer at one end than 
the other. Standing orders in regard to the use 
of restraint should stipulate that no form of 
strap, muslin strip or other means of restraint 
may be used without a written order from a 
physician. 


Regulation Regarding Restraint 


The temperature and color of the extremities 
should be noted frequently and the patient’s pulse 
counted at not longer than hourly intervals. All 
restraint bands should be removed at least twice 
a day and once during the night and the extremi- 
ties bathed with soap and water, then rubbed 
with alcohol and dusted with powder. Standing 
orders covering methods by which restraint straps 
are applied should be specific and, while taught 
constantly in schools for nurses, should also be 
a subject on which physicians are well informed. 
Not only should indications for restraint be clear- 
cut but the contra-indications as well should be 
definitely set down. Wounds, burns or any type 
of dermatitis about the wrist, forearm or arm or 
fractures of the shoulder, arm, forearm or hand 
should definitely contra-indicate the use of wrist 
restraint. Indeed, it may be said that the same 
conditions of the ankle should prevent ankle re- 
straint. Regulations relating to the use of body 
restraint for the aged are of great importance 
and even though it is customary to use only a 
folded sheet for this purpose it should not be em- 
ployed for persons with pneumonia, asthma, 
bronchitis, cardiac diseases and other conditions 
such as enteric fever or seneeres chest or upper 
abdominal operations. a7 

*In the pediatric depeutesent intaee should be a 
thorough general understanding relative to the 
use and abuse of restraint. In examining the 
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oral or nasal cavities or the auditory canal of a 
refractory child, it is frequently necessary to re- 
strain the arms and feet. A definite description 
of the permitted methods of controlling such chil- 
dren should be worked out. It is of the greatest 
importance that the precautions suggested be ac- 
curately followed for all children. Enough has 
been said to suggest the basis for a reasonably 
comprehensive chapter on restraint in the hos- 
pital standing order book. 

The necessity for standing orders covering the 
type of laboratory work to be performed in spe- 
cific cases hitherto has been only mentioned. 
When a patient admitted subsequent to the phy- 
sician’s daily visit must wait till the next day 
before definite orders in regard to diagnostic 
studies can be given, considerable expense is in- 
curred for the patient and the hospital suffers 
from this delay in speeding up its bed turnover. 
It is therefore a wise provision for the medical 
staff to decide, if possible, upon common routine 
laboratory procedures and to instruct interns to 
initiate these studies immediately upon admission 
of a new patient. The following outline indicates 
some basic laboratory studies often carried out in 
specific cases. 

Blood studies, which should be made as a 
routine, should consist of full blood count, in- 
cluding a hemoglobin estimation; a complete 
blood chemical determination, including an esti- 
mation of blood urea, blood sugar, blood creati- 
nine and uric acid. It is often customary for a 
white blood cell count to be taken twice a week 
in all cases in which the leukocytes exceed 15,000 
per cu. mm. Daily white cell counts for pneu- 
monia patients and a complete blood count at 
least once a week in the case of primary and 
severe secondary anemias are usually required. 
Blood chemical determination twice a week in 
cases of chronic nephritis and a blood sugar study 
daily or every other day in cases of diabetes do 
not seem excessive. 


Urinalysis Should Be Routine Procedure 


A complete urinalysis in the case of every new 
admission to the hospital is a basic require- 
ment. It is often difficult promptly to secure 
a urine specimen and to dispatch it to the 
laboratory for study. A daily urinalysis in cer- 
tain uremic or diabetic states is often a routine 
procedure, while a quantitative albumin study is 
not infrequently requested thrice a week in 
chronic nephritis. 

As will be indicated later, in the study and 
treatment of lobar pneumonia, early sputum typ- 
ing is usually done as a routine, and the general 
examination of the sputum of a patient with 
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phthisical tendencies is always ordered. It is 
often a routine measure for a confirmatory spu- 
tum examination to be requested whenever the 
presence of tubercle bacilli is reported. 

A standing order relative to the careful inspec- 
tion of stools in cases with a history of probable 
gall stone colic is of great diagnostic usefulness, 
and in patients with a history of gastric bleeding, 
the examination of stools for macroscopic and 
microscopic blood is ordinarily required. It is 
not often customary for a visiting physician to 
permit the promiscuous ordering of x-ray studies, 
basal metabolic estimations and other special ex- 
aminations without a specific order by himself or 
his associates. Exceptions to this rule are per- 
haps most frequently observed in surgical de- 
partments where routine x-ray examination 
of all real or suspected fractures and especially 
of those of the cranial vault is required. A 
standing order should exist definitely covering 
this procedure. It should not be necessary here 
to stress the advisability of a rigidly enforced 
order relative to recording the clotting time in all 
tonsil cases prior to operation and of a urinalysis 
and chest examination taken within twenty-four 
hours prior to any procedure in which a general 
anesthetic is administered. 


Formulating Orders for Metabolic Work 


In institutions having a metabolic department 
it seems that the best work is accomplished when 
definite professional standing orders exist rela- 
tive to the conduct of many of the routine phases 
of this work. Reference is here made particu- 
larly to the study and treatment of diabetes, al- 
though in well conducted departments of this 
sort, endocrine and arthritic as well as many 
other types of metabolic disturbances are often 
treated. 

Regulations concerning dietary and liquid in- 
take are important. To request an accurate 
measurement of the intake and output of fluids 
with a proper charting of these results is cer- 
tainly basically important. To demand an ac- 
curate determination of body weight twice or 
thrice a week is not unreasonable. Accurate 
preparation of weighed food formulas and the 
weighing of food remnants not consumed are of 
course essential. As has been hitherto indicated 
for the diabetic a blood sugar computation every 
other day is important. Nothing is more ex- 
asperating than an undue delay in procuring the 
morning blood sample, which as a result post- 
pones the serving of the patient’s breakfast far 
beyond the regular tifne. It is inexcusable for 
the nurse to permit the serving of breakfast be- 
fore the patient’s blood sample has been taken. 


THE MODERN HOSPITAL 93 


All blood specimens to be examined for sugar 
should be collected, insulin administered and 
breakfast given before 9 o’clock each morning. 
Definite instructions relative to the method of ad- 
ministering insulin are important. The spilling 
of insulin or the failure to administer the com- 
plete dosage ordered by the physician is likely to 
upset the metabolic calculations of the best of 
physicians. There are many carefully prepared 
charts for use in graphically setting down the 
caloric values of foods ingested as well as the 
food and caloric loss sustained in cases present- 
ing glycosuria. A standing order book that lays 
claim to completeness should include such charts. 

Interns and nurses cannot be too thoroughly in- 
structed in a knowledge of the signs and symp- 
toms that indicate diabetic coma or insulin shock. 
These should be detailed in the standing order 
book. Nervousness, twitchings, unusual hunger, 
perspiration, rapid pulse and numbness of the 
lips occurring from one to three hours after in- 
sulin is administered are easily detected and un- 
derstood by those who are alert and well in- 
structed. Deep unconsciousness occurring in 
diabetics, not preceded by the preceding chain of 
symptoms, should be a danger sign that is 
promptly interpreted by those who work with 
metabolic cases. The aim of all standing orders 
covering the work of the metabolic department 
should be the generation of accuracy and alert- 
ness on the part of all physicians and nurses. 

In some institutions the medical staff has pre- 
pared concise and useful standing orders relating 
to the study and treatment of cardiac patients. 
Perhaps the first of these instructions most fre- 
quently represents an injunction never to discuss 
the condition of the patient or the probabilities 
of the outcome of his ailment within his hearing. 
It is regrettable, indeed, that this laudable rule 
is so often violated by the most distinguished 
physicians. The nurse or intern who has a tend- 
ency to loquaciousness is liable to undo much of 
the good that an otherwise well conceived treat- 
ment might bring about. Standing orders re- 
quiring a report to the visiting physician, when 
such danger signs as increasing cyanosis, tachy- 
cardia or brachycardia (blueness, very fast or 
very slow heart) are observed, are reasonable. 


When Blood Pressure Should Be Tested 


In some cases blood pressure determination 
three times a day or even twice hourly is re- 
quested, with a graphic charting of its variations, 
particularly in certain cases of arhythmia, not- 
ably in auricular fibrillation, when quinidine is 
being employed. This is but one of the types of 
cardiac disease in which the closest attention must 
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be paid to the patient’s condition from hour to 
hour. A regulation setting forth the danger 
signs of quinidine therapy is important. When 
such symptoms as palpitation, headache, diar- 
rhea, nausea, abdominal pain and buzzing in the 
ears present themselves, the nurse or intern 
should make an immediate report to the physician 
in charge. A routine dosage of quinidine, which 
often provides for an initial ingestion of 3 grains 
of neutral sulphate of quinidine and then admin- 
istration of this drug in 6 grain doses three times 
a day, is frequently the plan of treatment em- 
ployed. Standing orders covering this type of 
treatment usually require that an electrocardio- 
gram be made every other day, and stress the 
inadvisability of the use of quinidine when signs 
of heart muscle failure are evident. In instances 
in which digitalis dosage has been too long con- 
tinued, professional orders provide for its dis- 
continuance when nausea, a pulse below 60, 
coupled beats or diarrhea are present. In cases 
with marked edema in which diuretics are being 
used, a record of the patient’s weight taken every 
other day is informative to the physician. 

The issuance of a routine order covering the 
care of typhoid patients is a common practice. 
Indeed, in this disease as well as in many others 
that might be mentioned standing orders refer in 
greater degree to the activities of the nurse than 
to those of the doctor. A patient with typhoid 
fever should not be released from quarantine un- 
til three successive stool and urine cultures have 
been negative. This regulation usually conforms 
with the rules of the local board of health. 


Prescribing for Typhoid Patients 


Enemas are frequently prescribed every other 
day, and regulations relating to the sterilization 
of bodily excreta are most important. The cleans- 
ing of the mouth and throat at frequent intervals 
is a useful provision, and a chart that records the 
fluid intake and output and a food chart expressed 
in calories should be kept. The nurse should re- 
port to the intern and the intern to his chief the 
occurrence of abdominal pain, blood in the stool, 
a sudden drop in temperature or rise in rate or 
weakness of the pulse. All stools containing any 
evidence of blood should be saved for the inspec- 
tion of the physician, and urine specimens should 
be sent to the laboratory three times a week. The 
details of isolation must be carefully outlined in 
an adequate standing order book. Protecting 
the patient from flies with screens is a basically 
necessary step. 

It is the practice in many hospitals to provide 
effective isolation for patients with lobar pneu- 
monia. The necessity for this step is particularly 
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indicated by the fact that pneumonia of the lobar 
type is transmissible. The ease by which this 
condition is transferred from the sick to the well 
is the only factor that determines its classifica- 
tion as an infection instead of a contagion. The 
pneumonia ward of a hospital should certainly be 
equipped with separate utility accommodations. 
These patients should also be given the benefit of 
treatment in cold, fresh air. 


Standing Orders for Pneumonia Essential 


Standing orders covering the care of these pa- 
tients are most essential. Absolute rest in bed 
with but a single daily turning of the patient is 
a basic rule. Temperature, pulse and respiration 
should be recorded at least every two hours dur- 
ing the active stage of the disease. A rule for- 
bidding the disturbing of the patient, if sleeping, 
for all but emergency medication should be en- 
acted. As has been indicated early in this article, 
a definite laboratory routine should be laid down. 
It is best to forbid visitors to critically ill pa- 
tients. If visitors are admitted, they should 
spend only ten minutes with the patient. 

The amount of water permitted is frequently 
gauged by the amount of urine excreted, the op- 
timum being set at 2 liters. A definite dietary 
régime should be laid down. Regulations regard- 
ing the frequency and type of hydrotherapy 
employed and the technique of oral hygiene prac- 
ticed should be laid down. From the therapeutic 
standpoint, standing orders usually include a 
statement regarding the use of mustard plasters 
for chest pain and of turpentine stupes, asafetida 
enemas, rectal tubes and various other types of 
drugs for abdominal distension. 

A definite statement is usually made in regard 
to the kind of cardiac support to be used. The 
danger signs of pneumonia, such as undue cyan- 
osis, rising pulse rate and extreme shortness of 
breath, are also included in standing order books, 
and instructions for meeting such emergencies. 

The proper therapeutic and rational treatment 
during the danger period just before and during 
the crisis requires carefully worded instructions 
for the doctor and nurse to follow. The use of 
restraint when a patient is delirious is a matter 
of great importance. Recently, there has been 
included in the therapeutics of pneumonia a 
newly developed oxygen apparatus. To be of 
greatest service professional standing orders 
must detail the indications and methods of apply- 
ing this new type of treatment. 

In a subsequent issue of THE MODERN HOSPITAL 
suggestions for the preparation of standing or- 
ders covering the work of general and special 
surgical divisions will be offered. 
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Recent Fire Again Emphasizes Need 
for Safe Film Storage 


ENEWED emphasis upon the urgent need for the 

removal of all exposed nitrocellulose films from 

hospital buildings and for the use of safety film 
when possible is contained in the report of an under- 
writers’ association upon a recent fire in a Southern 
hospital. Although no lives were lost in the fire, damage 
to the building was estimated at $5,000 and to x-ray 
and fluoroscopic equipment, at $9,000. 

This fire started in the fluoroscopic room, near card- 
board boxes containing exposed nitrocellulose films. No 
definite cause of the fire has been determined, but ap- 
parently there were only three possible causes: smoking, 
a carelessly tossed lighted match and spontaneous igni- 
tion. Because there was no occasion for the use of rags 
or waste near the fluoroscopic room, spontaneous ignition 
seems a remote possibility. 

In addition to twelve cardboard boxes containing ap- 
proximately fifty pounds of exposed nitrocellulose films, 
the room contained three unvented metal filing cabinets 
that held about 800 pounds of exposed nitrocellulose 
films and about 400 pounds of exposed acetate base, or 
safety films. All the films were kept in manila envelopes. 


Safety Film Practically Intact 


One of the doctors and a Negro nurse assistant had 
been developing pictures in the x-ray dark room. When 
the assistant opened the door to enter the fluoroscopic 
room, she noticed smoke coming up from the vicinity of 
the cardboard boxes of exposed films. She immediately 
called the doctor from the dark room, and the two 
poured six or seven pails of water on the fire. In spite 
of their efforts, the fire gained headway. The city fire 
department was summoned, and interns, orderlies and 
nurses busied themselves in removing patients from the 
building by way of the north fire escape. 

Soon after the arrival of the fire department, an ex- 
plosion in the fluoroscopic room blew out windows and 
screens near by and also threw two firemen from the 
south fire escape. The explosion seemed to spread the 
dark yellow gas from the decomposing nitrocellulose films 
to all parts of the building, the open stairway serving 
as a flue to carry the gases and smoke to the upper 
floors. The spread of the gases and smoke to the upper 
floors hampered the rescue work to a great extent, but 
all patients were removed from the building in about 
fifteen minutes after the alarm was sounded. 

The greater number of the films in the cardboard 
boxes were burned, but a few were left intact, except for 
water damage. All of the nitrocellulose films in two 
metal cabinets were burned across the top and ruined. 
It is interesting to note that the fire did no appreciable 
damage to the safety films stored in the third metal 
cabinet, the cabinet itself being only slightly scorched. 

Dangerous delay on the part of the hospital in com- 
plying with recommendations of the underwriters’ asso- 
ciation concerning film Storage is pointed out in the 
report. The removal of exposed nitrocellulose films from 
all main buildings at this particular hospital has been 
under discussion since August, 1929. At that time recom- 


mendations for the use of safety type film and for the 
proper storage of nitrocellulose film were made, following 
a special investigation. A detached fire resistive vault, 
a fire resistive vault on the roof or a fire resistive room 
in a building properly separated, vented and protected 
with automatic sprinklers, were suggested for the storage 
of nitrocellulose film. The use of the safety type film was 
adopted later, but the nitrocellulose films remained in 
the building. 

Hazards connected with the storage of nitrocellulose 
films were again brought to the attention of the hospital 
authorities in April, 1930, at which time a special hospital 
service report was made on the property. Many other 
suggestions for the protection of life and property against 
fire were made. At the time of the fire few of these 
suggestions had been followed. Plans, however, had been 
completed and approved for the erection of a detached 
fire resistive vault for the storage of all exposed nitro- 
cellulose films. 

In concluding its report, the underwriters’ association 
stressed the following requirements, which should be 
standard for all hospital buildings: 

“All nitrocellulose films should be stored outside the 
building or in a separate fire resistive room or vault, 
properly cut off, vented and equipped with automatic 
sprinkler protection. 

“A good supply of first aid fire appliances should be 
distributed and attendants instructed in their proper use. 

“Adequate means of emergency exit should be pro- 
vided. 

“All interior stairways, elevators and other floor open- 
ings should be enclosed and the openings into enclosures 
protected with self-closing doors.” 





New Jersey General Hospitals Treat 
Many Free Cases 


More than 40 per cent of the current maintenance ex- 
penditures by general hospitals in New Jersey last year 
were devoted to charity work, according to a report by 
the state institutions commissioner, William J. Ellis. 

The current maintenance outlay amounted to over $15,- 
000,000, it is stated, and the receipts from patients totaled 
approximately $9,000,000. 

“About $6,250,000 was the amount expended for free 
service to charity patients by the seventy-two general 
hospitals in New Jersey during 1929,” said the report. 
“This amount expended for hospital care is equivalent to 
more than 1,250,000 wholly free-patient days. 

“During the year 1929 there was a total number of 
240,000 patients admitted to the seventy-two general hos- 
pitals. Of these, 39 per cent were private and semiprivate 
patients and 61 per cent were ward patients. These in- 
dividuals required more than 3,000,000 days of treatment. 

“The average cost of maintaining a patient in the 
general hospital for any day in 1920 equalled $5.08, the 
range in per capita cost being from $2.68 to $7.61.” 
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Editorials 


The Physician’s Part 


HE address of the president at the recent 
"[ meeting of the American Medical Associa- 

tion in Detroit contained six “principles” 
concerning the relationship between the physi- 
cian and the hospital which raise fundamental 
questions for the hospital world. These prin- 
ciples and their significance were discussed in the 
leading article in the August issue of THE 
MODERN HOSPITAL. 

“In mutual charitable undertakings for the care 
of the sick,” declares the second of Doctor Mor- 
gan’s principles, “each citizen contributes what 
he has: the layman, physical necessities; the 
physician, professional skill. But each has a 
right to protect himself from exploitation, and to 
judge of the merit of the recipients of his 
bounty.” 

It seems to be assumed that laymen and physi- 
cians have cooperated only in “charitable” un- 
dertakings. The hospitals of the United States, 
like those of Great Britain, began strictly as 
charities, but they are far from being merely 
charitable to-day, or even, so far as general hos- 
pitals are concerned, predominantly charitable. 
They are essentially public service enterprises 
serving all sections of the community. The 
majority of patients in the hospitals of this 
country, excluding government institutions for 
victims of mental disease, for army and navy 
personnel and for war veterans, are patients who 
pay the rates charged by the hospital and who 
pay a fee also to the physician or the surgeon. 
Outside of large cities and teaching hospitals, 
the proportion of beds in which patients are fur- 
nished gratuitous medical service is compara- 
tively small. The paying patients of the physi- 
cians and surgeons of this country are cared for 
in hospitals for which laymen have provided “the 
physical necessities.” 

There are certain plain business facts about 
this situation that both physicians and laymen 
should understand fully. 

Hospitals at the present time are expensive 
undertakings. No type of building requires a 
larger capital investment for construction and 
equipment than the hospital. There are some 
nine hundred thousand hospital beds in this coun- 
try involving a capital investment that may be 
conservatively estimated at over three billion 
dollars. Barely 10 per cent of these beds and 
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a similar proportion of the investment have been 
supplied on a business basis by proprietary hos- 
pitals. Ninety per cent has been furnished by the 
public without any expectation of a business re- 
turn, partly through the government and partly 
through the voluntary contributions of laymen. 
The typical hospital in America has had its cap- 
ital provided on this nonprofit basis. For the 
average general hospital, its trustees and its com- 
munity expect that it will secure sufficient funds 
from paying patients to meet its running expenses 
wholly or with some deficit occasioned by char- 
itable work, but nobody expects, nor does the 
legal organization of the hospital permit, any re- 
turn from the capital which has been invested at 
the rate of some $3,000 to $15,000 per hospital 
bed. 

The physician or surgeon who enters such a 
hospital to carry on a practice therein, is receiv- 
ing without price the use of a capital investment 
which will average between $20,000 and $30,000 
per practicing physician. 

Hospitals are established for the care of the 
sick and from their very nature depend upon the 
medical profession. But the medical profession 
should appreciate that the people of the United 
States have provided physicians with immensely 
valuable plants, equipment and organization in- 
volving an enormous invested capital, the use of 
which is furnished the physician and surgeon 
without charge and from which he is entitled to 
derive a substantial income from a _ paying 
clientele. 

These plain business facts should be recognized 
in any discussion of the mutual obligations of 
physicians and public, and of the respective re- 
sponsibilities of physicians, hospital trustees and 
administrators in the direction and management 
of those essential public services which the Amer- 
ican hospital now incorporates. 


Protecting Hospital Personnel 
Against Want in Old Age 


OR the past decade or more there have been 

fF sporadic attempts to devise some equitable 
plan to safeguard faithful hospital employ- 

ees against economic want in their declining 
years. Such suggestions, often idealistic and 
usually impracticable, have without exception 
fallen on barren soil. Yet no one has disputed 
the inability of institutional workers generally to 
save sufficiently during their productive period of 
life to stave off poverty if not actual want during 
the years of inactivity that inevitably will follow. 
That the usual substitutes for some retirement 
system for these superannuated workers are inef- 
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fective and unfair both to the individual and to 
the hospital, few will deny. To disburse the com- 
munity’s money even in small amounts to work- 
ers physically and mentally unfit to perform the 
duties assigned to them often represents not an 
act of charity but an inexcusable misuse of funds. 
Such a policy fails of its purpose because it low- 
ers the morale of other workers and at the same 
time lessens the self respect of the man or woman 
concerned. 

Hospital directors can learn much from meth- 
ods employed in other fields of endeavor. Sys- 
tems for the retirement of employees who, be- 
cause of the advance of old age, are no longer 
capable of continued intensive effort, have been 
rather universally adopted in the field of educa- 
tion, and industry and public service corpora- 
tions also have put into use such plans on a large 
scale. The hospital field has been more than 
tardy in at least closely examining the economic 
angles of such systems as have been found prac- 
ticable in organizations where decisions are made 
on the basis of a financial profit and loss. Com- 
ment has been made frequently in this magazine 
concerning both the humanitarian and the eco- 
nomic angles of this problem. Moreover, both 
here and elsewhere has attention been directed 
repeatedly to the difference that exists between a 
purely pension scheme and one that contemplates 
a monthly payment on the part of the employee. 
The withholding each month of a varying por- 
tion of the employee’s salary represents but one 
method in the plan of obtaining these payments 
and does not affect the principle involved. 

Perhaps the most carefully considered plan for 
the granting of retirement allowances for hos- 
pital employees that has been presented is the 
one prepared by the hospital pension committee 
of New York City. This group, consisting as it 
does of eminent business men who are serving on 
hospital boards, of institutional executives and of 
the secretary and director, respectively, of two 
philanthropic organizations, has made a worth- 
while contribution to the subject. The Harmon 
Association of New York City has also prepared 
an interesting plan for the retirement of gradu- 
ate nurses. 

Since none can deny that evident economic 
benefits must accrue from the adoption of any 
policy that secures the services of loyal workers 
over a long period of time, and because concern 
in regard to the financial safety of old age is 
surely conducive to lowered individual and hence 
general morale, the hospital is justified in spend- 
ing money to procure the former and avoid the 
latter. In most of the plans suggested for the 
provision of retirement allowances for institu- 
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tional, industrial, city, state or federal em- 
ployees, the employer and the employee contrib- 
ute equal amounts. The cost to a hospital of size 
with a large number of persons in its employ, it 
must be granted, would be considerable, amount- 
ing perhaps to 3 or 4 per cent of its annual pay 
roll. True it is that there are many practical 
angles of the problem that as yet remain un- 
solved. But if a calculating and only slightly 
sympathetic business world approves of the wis- 
dom of spending money in return for bettered 
morale among its workers, surely the hospital 
may with profit search for a means to the same 
end. 

Let the American Hospital Association again 
thoughtfully survey this subject and in so doing 
call upon the services of men of business distinc- 
tion, insurance officials, hospital executives. Let 
counsel be sought from informed men and 
women of all walks of life. Perhaps when a 
workable plan is formulated unexpected aid will 
be proffered that will hasten the development of 
the scheme. Less talk, a minimum amount of 
pessimism and more than a modicum of common 
sense and initiative are all that are necessary to 
make possible the first step toward the solution 
of this problem. 


The First Section of the 
Grading Report 


WO copies of Section 1 of the grading report 

of those schools that took part in the na- 

tional self-study of May, 1929, have reached 
our office. The copies are marked in a method 
similar to those sent to each school and represent 
two of the schools participating in the study, the 
numbers on each, however, being so rearranged 
that neither could be identified. 

Those who read the report cannot but be im- 
pressed with the enormous amount of work it 
involved, with the painstaking effort that was 
required to secure and tabulate the essential data 
and with the inestimable value that will be de- 
rived from placing this material in the hands of 
each school, as well as by making it available to 
the lay public through members of boards of 
trustees and friends of hospitals and of the 
nursing group. 

While much of the subject matter is not new 
to the nursing group it is essentially so to many 
of their friends, and its presentation in readable 
form is an accomplishment. 

To a critical reader doubtless some weaknesses 
may be found. It might be thought that the in- 
sertion into the study, of the number of “copies 
of report wanted,” with a subsequent placement 
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of the school on the right or wrong side of the 
column, would bring into question reliability of 
judgment. While the reason for this insertion is 
evident, it hardly justifies its inclusion in the 
study itself. Also, an unprejudiced reader will 
probably agree with the statement on Page 57 of 
the report that “some errors must inevitably have 
crept into the study.” Such items, however, do 
not detract from the masterly handling of a 
stupendous undertaking; of the considerate atti- 
tude shown to the studied group; of the consist- 
ent avoidance of criticism; of the maintained 
effort to encourage and help. 

To the grading committee and to the director, 
May Ayres Burgess, gratitude, congratulations 
and appreciation for work well done are due and 
should be freely given. 

The study and report should bring to the 
schools of nursing greater understanding, sym- 
pathy, interest and assistance from those who are 
responsible for these schools and should help to 
lighten the burden of those who are carrying the 
detail of the work. 

The committee hopes to release the rest of the 
material in the Fall. 

A complete picture presented to each school 
by the end of the year, if received by each in 
the spirit that it is given, if studied carefully and 
weaknesses eliminated even if only slowly and 
gradually, means hope indeed for the future of 
schools of nursing of the country.—M. H. M. 


Supporting the American Hospital 
in Paris 

ENTATIVE plans are being made for ex- 
"T pansion of the work that is being done by 

the American Hospital in Paris and it is ex- 
pected that additional buildings may be erected 
at that institution within the coming twelve or 
eighteen months. As is the case with all hospitals, 
the “if”? means if the necessary amount of money 
can be raised. 

Many American hospital administrators have 
visited this hospital which is on the Boulevard 
Victor Hugo and not far from the Etoile, and to 
the last man they have been high in their praise 
for the work that is being done. Originated 
during the War it was continued afterward to 
serve that great host of Americans who yearly 
visit Europe. It is the only haven where the sick 
man or woman from home can actually get home 
treatment and its medical staff is composed of the 
best physicians and surgeons in Paris, both 
American and French. 

The enthusiastic support that has gone into the 
American Hospital has enabled its trustees to 
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erect what has been termed the best constructed 
hospital anywhere in the world. Certainly few are 
its equal. Expansion is needed if it is to carry 
on the work that has been so nobly started. 


Four Quotations and Their Moral 


LEASE read this excerpt from the official 
statement on the famous Chicago baby mix- 
up case: 

“Late that evening newspaper reporters came 
to the hospital for news. Although they obtained 
no information from the hospital, it was astound- 
ing what the papers fed the public the next morn- 
ing.” 

Now read this excerpt from a paper presented 
at one of the meetings last Spring: 

“The function of the newspaper in our social 
scheme of existence is to get and present the news 
to its readers. Only in rare instances is news col- 
ored or distorted intentionally, but often it is dis- 
torted unintentionally for the simple reason that 
the reporter was unable to get the facts of the 
case from those involved. A reporter is hired and 
told to get the specific news on his beat or in his 
especially assigned territory, and if he is worth 
his salt he is not coming back emptyhanded. If he 
hopes to remain in newspaper work, he will not 
come back emptyhanded very often. It is his busi- 
ness and sworn duty to get the news and then to 
write it in its most readable form and he is never 
happier than when he gets the actual facts. He 
dislikes half truths or unconfirmed rumors, but 
if the facts are withheld he must rely upon what 
he can pick up and piece together, and he is wholly 
within his rights in doing so. And he is thor- 
oughly human when he resents the withholding 
of facts.” 

Returning to the official statement: 

“Throughout all the publicity, the press has 
given preference to sensational statements and 
threats of suits, etc., and has not, as far as can be 
learned, even mentioned favorable comments con- 
cerning hospital routine.” 

Let us now return to the paper read last Spring: 

“If individually the hospital superintendent 
would go to some little trouble to help the news- 
paper men, that trouble would be much appre- 
ciated and would be bound to react favorably. It 
does not avail the hospital much to rant about 
misinformation in the newspapers when nothing 
is done to see that the information was given cor- 
rectly in the first place .... By helping the news- 
paper men with the facts of the case you are not 
going to be subjected to a grilling that is bound 
to directly hurt your institution, and indirectly 
every institution in the community.” 
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Abstracts of Hospital Literature 
From Foreign Countries 


A Department Conducted by E. M. BLUESTONE, M.D. 
Medical Director, Montefiore Hospital, New York City 


CONCERNING THE BUDGET 
By Fr. Wickleder, Frankfurt am Main 


N THE introduction to the fourth volume of 
| Handbucherei fiir das gesamte Krankenhaus- 

wesen,' the author points out that during the 
last year the German hospital system has made 
great strides resulting in decided improvement 
in the general health conditions throughout the 
country. In consequence, the budgets for main- 
taining hospitals and sanatoriums have increased 
considerably. Since these institutions are sub- 
sidized by city and community funds and charity 
chests, great inroads have been made on such 
funds. He emphasizes the fact that expenses 
should be kept down to a minimum in order to 
maintain a lower cost to the patient and to reduce 


the demand on city and state funds. 


Mention is made of the importance of making 
ample provision in the hospital budget for mod- 
ern improvements in equipment and therapeutic 
apparatus. A detailed plan is given for tabulat- 
ing costs of operation. Methods of calculating 
charges to patients, which he points out, should 
always be based on cost plus overhead so that 
such charges will vary from time to time depend- 
ing upon economic conditions. The importance 
of uniform nomenclature of captions and ac- 
counts is mentioned in order that the statistics 
in the various hospitals may be calculated on the 
same basis for purposes of comparison. 


CARE IN HANDLING OF HOSPITAL 
EQUIPMENT | 
By O. Dressler, Jena 


The author discusses the following problems: 

The importance of keeping quantities of sup- 
plies down to a minimum in order to prevent de- 
terioration and loss of interest on capital. This 
is also true of the food account, in which case, 
however, a larger supply is justified to avoid 
shortages and repetition of some of the articles 
of food. a 

Storage rooms should be in close proximity to 


1 Reviewed by Dr. Berthold Weingarten, New York City. Discussions 
of the first three volumes have appeared in preceding issues of THE 
Mopsrn Hospirav. 


the kitchens to save time and to prevent lost 
motion. 

The floors in the storage rooms should be con- 
structed of cement or brick and the material 
placed on wooden platforms in order to permit 
ample ventilation to the food stuffs. 

A daily account of food stuffs showing re- 
ceipts, disbursements and consumption should be 
available. 

Equipment such as tableware and other articles 
whenever possible should be marked with the hos- 
pital name, thereby reducing the possibility of 
theft. 

Responsibility for all equipment whenever pos- 
sible should be centered in one individual, and 
all losses should be reported to the office im- 
mediately. 

Each room shall be inventoried on a card and 
the card placed inside the room. The inventory 
should contain everything including the furni- 
ture, furnishings, linens and rugs, so that losses 
may be determined at a glance. 


TEACHING FACILITIES 
By Prof. Dr. H. Kerschensteiner, Munich 


Instruction should include courses for the house 
staff and the medical students and it should pro- 
vide effective postgraduate work. 

The author points out that teaching facilities 
should be open to students in the summer for 
practical work on the clinical services and, if 
necessary, a small fee charged to cover inci- 
dental expenses. Every consideration, however, 
must be given to the comfort of the patient in 
order to prevent embarrassment in the presence 
of a large number of students. He shows the 
importance of a teaching institution indicating 
that the benefit derived reflects in the better care 
patients in such institutions receive. Grand 
rounds by the chief of service is an important 
part of the teaching curriculum. Conferences of 
the entire staff should be held frequently at which 
time interesting cases may be presented for dis- 
cussion. 

Close coordination of the various services and 
the cooperation of the scientific and research 
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laboratories with the clinical divisions of the hos- 
pital are essential. Doctor Kerschensteiner esti- 
mates that every group of fifty patients should 
have at least two paid resident physicians and a 
number of interns. His contention is that these 
two resident physicians are entitled to remunera- 
tion, not only for their clinical work but for the 
clerical and administrative work they are re- 
quired to perform. 

The postgraduate courses should consist of 
series of lectures, and short and long courses in 
the various specialties. The author emphasizes 
the fact that new institutions should provide ade- 
quate facilities for teaching purposes to include 
classrooms that are quiet and spacious. The im- 
portance of teaching and training the personnel 
who come in direct contact with the patient is 
discussed at length. Emphasis is placed on spe- 
cialized training for nurses, particularly in the 
fields of psychiatry, pediatrics and obstetrics, for 
which special diplomas are awarded. 


THE NURSING PROFESSION 
By Dr. E. V. Abendroth, Dresden 


The majority, in fact two-thirds, of the nurses 
in Germany are affiliated with religious organiza- 
tions or are members of the Red Cross, and these 
nurses have a high standing. The nurses with- 
out such connections are not as a rule qualified. 

In 1925 there were a total of 126,151 nurses 
registered in Germany, of which 16,309 were 
males. 

The author expresses the opinion that the es- 
tablishment of a sixty-hour week for nurses is 
essential for efficiency, with a vacation period of 
from four to six weeks a year. Statistics indi- 
cate that nurses doing private duty are employed 
only on an average of nine months during the 
year, and therefore are entitled to a larger salary 
than those employed in hospitals throughout the 
entire year. He also states that the standard of 
the nursing profession in America is the highest 
in the world, and that many foreign countries 
are following along American lines. 


HOSPITAL PERSONNEL BESIDES 
PHYSICIANS AND NURSES 


By O. Dressler, Jena 


Schedules of wages and hours of duty are out- 
lined in tables. The author mentions the fact 
that all of these classes of employees are covered 
by insurance, not only for injury but also for 
illness and during convalescent periods. Pen- 
sions are also provided for, and in case of death 
provision is made for dependents. Overtime is 
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paid at the rate of time and a quarter to time and 
a half. Employees who are required to care for 
patients with communicable diseases are provided 
with protective uniforms. In fact, uniforms are 
generally supplied. Such workers also receive 
a larger allowance. Every consideration is given 
to sanitation in the living quarters, and every 
effort is made to improve working conditions. 
Tables are given in the summary, indicating the 
number of employees in institutions of various 
sizes and types. Employment record forms are 
described in detail and printed forms are illus- 
trated. 


“KRANKENHAUSBAU” 


By R. Schachner, H. Schmieden and H. Winter- 
stein, Berlin, Verlag Von Julius Springer, 1930 


In Krankenhausbau* a group of German tech- 
nicians have set themselves the task of collecting 
the newest and ostensibly the best information 
regarding every phase of hospital design so that 
the collection may be of use in the everyday work 
of persons charged with the formidable task of 
meeting the need for new hospital construction 
in a Germany which not only built no new hos- 
pitals during the war years but which needed 
great increases in hospitalization as a result of 
the war. 

The major portion of the book written by 
H. Winterstein consists of plans and photographs 
of individual rooms for all sorts of hospital uses, 
and this should be of considerable value to stu- 
dents. It is notable that the room sizes are fre- 
quently reduced to the absolute minimum and 
some arrangements are shown that would not be 
considered good practice in America. The sec- 
tion on tuberculosis pavilions also seems rather 
out of date. The second portion of the book con- 
taining detailed plans of ward buildings consists 
partly of plans that are familiar to those inter- 
ested in hospital planning. Some of them are 
unworthy of being published at this time, since 
much better arrangements are now well estab- 
lished. 

A section on building materials is contributed 
by H. Schmieden while Doctor Schachner con- 
tributes a short discussion on the use of high 
buildings for hospitals, which would seem to us 
in America unnecessary although it may have 
its value in Germany. It seems regrettable that 
such a book as this should be devoted exclusively 
to German hospitals. While it is obvious that, 
because of the war, progress in hospital design 
in Germany could not equal that in America, for 





1 Reviewed by Robert D. Kohn and Charles Butler, architects, New 
York City. 
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the same reason it is likely that the author could 
not cross the Atlantic for his illustrations. It 
would seem, however, that he might have found 
interesting new material in the Scandinavian 
countries and in Holland and Switzerland where 
there has been real progress in hospital planning 
during the last decade. 

On the whole this attempt at an inclusive sur- 
vey of good hospital design both as to plan and 
materials has little to offer to those familiar with 
the best American practice. 


BRITISH MEDICAL OPINION FAVORS 
THE HOME HOSPITAL 


The June number of The Hospital, the official 
journal of the Hospital Officers Association of 
England, contains a few interesting suggestions 
for the American reader. Considerable space is 
given by way of comment on the proposals for a 
general medical service for the nation made by 
the British Medical Association. These proposals 
are published as a supplement to the British Med- 
ical Journal of April 26, 1930. 

According to The Hospital, the British Medical 
Association looks forward to the establishment 
of a new type of institution—the home hospital. 
The London County Council seems to have taken 
steps to provide something of the kind by grad- 
ing its hospitals. “Expressing the wide experi- 
ence of the general practitioner, the association 
sees a large number of patients who need to be 
removed from home, not because they could not 
be treated there by their own doctors, if the home 
conditions were favorable, but ‘simply because the 
home conditions are unfavorable.’ There is a 
considerable demand for this type of accommo- 
dation. Upon the British Medical Association’s 
proposals may be built an admirable structure 
for supplying it. 

“A home hospital might be a real community 
hospital, providing for all sections of the com- 
munity. Although many persons are feeling that 
voluntary effort is nearly exhausted in providing 
extension of hospital accommodation, this is an 
enterprise which could be better undertaken by 
voluntary contributions than from the rates. 
The structure need not be expensive and the 
equipment, though comfortable, would not need 
to be elaborate. . . To many of the pa- 


tients it would be a real advantage to know that 
they were no longer hospital patients, in the ac- 
cepted sense of the term. To others the home 
hospital would be a haven of rest. It is possible 
that the demand for this type of accommodation 
may be a diminishing one, as undoubtedly a large 
number of people whose incomes were seriously 
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reduced by the war and homes broken up would 
appreciate it. There are also still a substantial 
number of people who club together to support 
their relatives in time of sickness. The breaking 
up of family life may reduce that number. On 
the other hand, the general tendency in all sec- 
tions of the people to save trouble in housekeep- 
ing by living in some kind of community may also 
find expression in residences for the sick. Up 
and down the country there is still a considerable 
number of fine old residences admirably suited 
and situated for such home hospitals and obtain- 
able upon favorable terms. Moreover, a little re- 
search would probably find a certain number of 
endowed charities originally intended for the 
needs of the sick which, by being used for these 
home hospitals, would carry out more fully the 
intention of the original benefactor than the ob- 
jects to which they have been diverted.” 

The Hospital objects to the construction of 
this home hospital as a structural annex to the 
general hospital. The reason for this objection 
is not made clear. It would seem that since the 
plan is excellent in its purpose, it would accom- 
plish more in a medical way by associating these 
two kinds of institutions while keeping the two 
groups of patients physically apart. 


HOSPITALS AND NURSING HOMES 
IN RUSSIA 


The spirit of communism in Soviet Russia has 
now been extended to include all hospitals and 
nursing homes conducted on a private basis. 
Under the orders of the medical department of 
the commissariat of public health these private 
institutions are to be abolished and doctors in 
government service may no longer take on pri- 
vate practice. These hospitals and these doctors 
will hereafter be under government control. It 
will be interesting to see how this idea will work 
out. 





London Women Physicians May 
Now Head Hospitals 


From henceforth women physicians of London will not 
be subject to the restrictions that have handicapped them 
in the past, says the London correspondent of the Journal 
of the American Medical Association. 

Since the municipal hospitals of London have been 
taken from the control of local groups and placed under 
that of the London county council, all the numerous ap- 
pointments to the hospitals and district medical services 
are open to women as well as to men physicians. This 
means that women will be eligible to rise to the highest 
grades in the service and may become superintendents 
of hospitals. 
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A department devoted to the informal discussion of problems 


arising in the everyday life o 


[No attempt has been made to offer final conclusions 
relative to the questions considered in this department. 
THE MopERN HospItTAL will gladly welcome further com- 
ment by its readers on any of these problems or the 
presentation of other queries for discussion in later 
issues.— EDITOR. ] 


Should Physicians Be Allowed to Take Case 
Records From the Hospital? 


Almost every institution of size in the United States 
has discovered from time to time that case records have 
been lost or mislaid. It is rare, however, that actual 
theft has taken place. More frequently such records are 
lost or inadvertently destroyed after having been removed 
from the record room by physicians or having been lent 
to insurance companies or courts to be used as evidence. 
Perhaps one of the most common ways in which records 
are lost is by removal from the hospital by members of 
the visiting staff who desire to use the material in the 
preparation of papers for publication. Interns, fre- 
quently finding it impossible to complete histories during 
ward working hours, remove them to their rooms for 
the elaboration of notes they have made. In this way, 
charts are lost or mislaid or portions are separated from 
the remainder of the record. More frequently a visiting 
physician who desires to prepare a paper for presenta- 
tion before a scientific society will request that he be 
permitted to remove a large number of charts to his 
office so that he may work upon them during leisure 
hours. In this way, important portions of charts are 
often mislaid and although the record room may hold a 
receipt for the charts removed, the file of charts is found 
a few weeks or months later to be incomplete when de- 
sired for court cases. 

In most instances, it has been necessary to forbid the 
removal of charts from the hospital by anyone. If such 
a rule is enacted, however, working space should be pro- 
vided in the institution so that staff members may have 
a place in which to compile for the scientific information 
of the medical world the experiences that have accrued 
from the treatment of the hospital’s sick. It is most 
important that the hospital do all within its power to 
favor the educational and investigative angles of its 
work. 


Should the Chef Be Paid More Than the Dietitian? 


In a general study of the dietary departments of hos- 
pitals, it is often found that in endeavoring to secure a 
reputation for serving good food, the superintendent 
enters into competition with first class hotels by engaging 
a chef of undoubted culinary attainments but at a salary 
that is unusual when compared with those current in 
such institutions. As a result, the chef receives a much 


higher salary than does the dietitian to whom he is 
expected to answer. 


It is a rule, usually considered 


the hospital superintendent. 


sound, that respect for the place and authority of any 
hospital employee is something in proportion to the com- 
parative size of the salary that he receives. The dietary 
department without a competent and authoritative head 
is doomed to inefficiency. 

Moreover, it may be said that many duties that should 
be performed by the dietitian cannot be delegated to a 
chef, no matter how skilled or highly paid. The dietitian 
must be the person who in consideration of the require- 
ment of sickness and health will scientifically plan the 
meals for all hospital patients and employees. The av- 
erage chef is more inclined to know the technique of 
preparing attractive food for the well, rather than the 
planning of proper food scientifically balanced and hence 
appropriate in the treatment of disease. The transpor- 
tation and serving of diets, as well as the contact between 
the dietitian and the patient, cannot be delegated to 
anyone else. It is an unsound administrative setup~ to 
engage a chef, no matter how efficient, at a rate higher 
than that paid his immediate superior. Most experienced 
administrators will agree that the dietitian should be 
placed in complete charge of her department. An effi- 
cient chef can certainly be secured at a rate less than 
that necessary to secure the services of a skilled dieti- 
tian. 

In the last analysis, the planning and preparation of 
menus, as well as the transportation and proper service 
of food, are matters for which the dietitian alone can be 
rightfully responsible. 


Should the Social Worker Do Credit Work? 


There is a feeling in some institutions that the test 
of good social work is the amount of money the worker 
can bring into the hospital. Hence, many persons still 
endeavor to translate social service efficiency into dollars 
and cents and to rate the value of the worker to the 
hospital by the amount of money she collects. 

No belief could be farther from the facts in the case. 
Some superintendents routinely apply the prefix “medical” 
when referring to the hospital social service department 
or to the workers in it. By this act they are endeavoring 
to counteract a belief among members of the board of 
trustees, perhaps, that credit work and social service 
work are synonymous. 

To be sure, the social side of medical work is so inte- 
grated with the financial status of the home from which 
the patient has come that one cannot study disease without 
also endeavoring to learn the relationship which lack of 
proper food and living conditions bear to the etiology 
thereof. In some hospitals, the credit officer is subor- 
dinated to the directress of social service work. In such 
instances, a type of organization can be evolved which 
is satisfactory. To this worker can be assigned as her 
major occupation the interviewing of applicants for ad- 
mission both to the hospital and to the dispensary. Good 
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medical social work cannot be done if too much of the 
worker’s time is consumed in financial investigations. 

In other institutions, the credit officer is attached to 
the business office and hence answers directly to the di- 
rector of this division or to the superintendent of the 
hospital. This, perhaps in institutions of sufficient size, 
is a better arrangement than in the organization to which 
reference has just been made. Medical social service 
work should coneern itself with learning, if possible, the 
reasons why men and women become ill and in bringing 
to the physician information that will enable him rapidly 
to make a diagnosis and apply treatment. It should not 
be implied that social service workers shall hold them- 
selves immaculately aloof from any matters that are 
measured in dollars and cents. 

An opportunity for helpful team work here presents 
itself. In small institutions where the social service de- 
partment is represented by only a few workers, it will 
be no doubt necessary for the social service department 
to perform both types of work. The lesson, however, 
to be learned is that medical social service should not 
be subordinated to credit work and that, whenever pos- 
sible, a line of distinction should be drawn between these 
two endeavors. : 


Can Smoking in the Hospital Be Controlled? 


The question of smoking in the hospital is presented 
almost daily to the average hospital executive. The 
problem is a complicated one not only as it affects insti- 
tutional patients but also as it involves visitors, resident 
physicians and even members of the attending staff. It 
would seem a simple matter to prevent ward patients 
from smoking in their beds. But this habit has become 
so common among well people that it seems natural to 
them to smoke not only in street and passenger cars and 
in other places where men and women congregate but 
even in hospital beds and rooms when they are ill. 

There are two reasons why smoking in the hospital 
must be controlled—first, it constitutes a real fire risk, 
and second, other patients in the vicinity of the offender 
are often annoyed. Although politeness and thoughful- 
ness for others should serve to obviate the latter difficulty, 
they are usually not a deterring influence. The only 
solution lies in the hospital’s rigid enforcement of the 
rule forbidding smoking in public surgical and medical 
wards. A smoking room or balcony for convalescent 
patients should be provided. In semiprivate wards, the 
same edict should be in force. Even when other semi- 
private patients do not object, a precedent should not be 
set by making exceptions in any case. 

Smoking by visitors in hospital corridors and waiting 
rooms should be rigidly forbidden. Members of the visit- 
ing staff who carelessly walk about the halls and wards 
of hospitals with a cigarette in their mouths or hands 
should be dealt with no less firmly than patients and 
visitors. The members of this group are perhaps capable 
of doing more damage to the attempt to prevent smoking 
in the hospital than any others, since they thus set a 
bad example that is quickly copied. Resident physicians 
are prone to be imitators of their chiefs. Smoking on 
their part should be forbidden and later punished if 
the rule is not observed. Smoking in laboratories that 
are far removed from the patients does not appear to be 
as serious an offense as smoking in the hospital proper. 
Smoking in receiving ahd accident wards should be posi- 
tively interdicted. Smoking by private patients and their 
guests in rooms removed from others who are ill presents 
something of a problem. Yet it would seem that this 


THE MODERN HOSPITAL 103 


privilege might be as safely granted here as in any other 
portion of the hospital. 

Whatever policy is adopted should be based upon the 
greatest safety and comfort to the largest number of 
patients. To expose hospital patients generally to a 
needless fire risk in order to satisfy the selfish inclina- 
tions of one or more persons represents an act of un- 
fairness and folly that deserves the severest censure. 


How Should Pathologic Specimens Be Labeled and 
Transported? 

At times, serious mistakes are made in the surgical 
clinic of the hospital in the labeling of specimens prior 
to sending them to the laboratory for histologic examina- 
tion. This is an error capable of producing the most 
serious consequences. Not only is there danger of con- 
fusing the true nature of specimens being dispatched to 
the laboratory but even the names of the patients from 
whom such tissues were removed have been known to 
become interchanged. The possibility of such mistakes 
being made in the confusion incident upon a busy op- 
erating day is very real. Even though the containers 
have been prepared prior to the beginning of the opera- 
tions, the wrong tissue may be placed in a given jar. 
There is no way of correcting such a mistake if it has 
once occurred. 

Recently in a Southern hospital two patients were 
operated on the same day for the removal of a breast 
tumor. The specimens became mixed. One was found 
to be malignant and the other benign. The patient from 
whom the malignant tumor was removed received no 
follow-up x-ray work, and the friends and relatives of 
the patient from whom the benign tumor was excised 
were informed that the outlook for a complete and last- 
ing recovery was dubious. It is not necessary to detail 
further the serious results following such a mistake. 

It has been suggested as a practical means of prevent- 
ing this error that the nurse in charge of the operating 
room should prepare prior to operation containers prop- 
erly labeled with the name, ward or room of the patient 
as well as tags with the same information written thereon 
to which flexible wires have been attached. As soon as 
a tissue is removed, the nurse should immediately tag the 
specimen, thus making it impossible for it to be inter- 
changed with any other and also preventing confusion 
as to the nature of the tissue removed. At the con- 
clusion of the operating day, it should be the duty of the 
nurse in charge to inspect the containers and to make 
certain that their labels and those of the tags coincide. 

It does not appear likely that by merely piercing a 
tissue with a small wire any damage will be done that 
might interfere with the work of the pathologist. Such 
specimens should be placed in a nearby icebox and it 
should be the duty of the supervising nurse, at the con- 
clusion of the day’s work, to dispatch a messenger to 
the laboratory with these containers. The assistant sur- 
geon or the surgical intern should be required properly 
and promptly to fill out a request blank upon which is 
plainly stated the name of the patient, the nature of the 
tissue removed and the type of examination requested. 

It is important that the surgical pathologist promptly 
examine all specimens so that he may dictate a report 
to be attached to the patient’s chart, preferably before 
his discharge. 

Whatever system is adopted, errors arising from the 
confusion of names and of types of tissue should be pre- 
vented. This may become a matter of life and death, 
and the greatest attention to detail is necessary if such 
mistakes are to be avoided. 
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A Supervisor’s Plan for Running 
Her Department’ 


By ELIZABETH S. HANSEN 


Supervisor, Medical Department, Michael Reese Hospital, Chicago 


study on ward administration is unlimited. It is my 

plan, therefore, to limit this discussion to one par- 
ticular subject that may be included in a curriculum on 
ward administration—a supervisor’s plan for the admin- 
istration of her department. 

Every administrator of a well organized institution 
outlines a program to be followed. This program may 
evolve into objectives for the institution. A plan of this 
kind may also afford a means of discovering where the 
weaknesses lie in the administrative program. At the 
end of a given period it is then possible to evaluate what 
has been accomplished. 

Before a plan can be made, it is essential that the 
supervisor make a careful study of the ward situation. 
Any aims or objectives she may wish to include in her 
plan must be in complete accord with the general policy 
of the school of nursing. She will need the assistance 
and support of the administrative and educational de- 
partments. A study of the ward situation must come 
first. The total bed capacity and the daily average of 
the patients in the unit are basic information. The types 
of patients admitted to the unit should be known. If, 
for example, we are considering a medical division, we 
must have a fairly definite idea as to the types of medical 
patients this unit has to offer as medical experience for 
students over a given period of time. 

A second problem to study in a supervisor’s plan is 
that of the nursing staff of the department. The number 
of nurses in the division will have a great influence upon 
the educational program that might be arranged for the 
students. It is necessary for the supervisor to know the 
number and the length of service of each senior, junior 
and sophomore student assigned to the division. A study 
of the arrangement of the service is to be considered. 
If, for example, the nurses in the medical division have 
one month of service in the medical diet kitchen and one 
month of service in the medical clinic, these factors will 
have to be reckoned with in staffing the division. If we 
assume that each patient will require approximately four 


i material that may be presented in a course of 





*Paper presented at the Illinois State Nurses’ Association, 


hours of nursing service in each twenty-four hours and 
if we know the number of hours a day that each group 
of nurses will be on duty, we can estimate the number of 
nurses that will be required. 

Having made a study of the physical situations of the 
ward, we are prepared to discuss some of the supervisor’s 
aims. There will probably be two general aims to improve 
the nursing care of the patient and to improve the edu- 
cational possibilities for the nurse. Since it is generally 
agreed that these two factors are closely related, we may 
consider what they involve. First, there must be careful 
correlation of theory and practice. A psychological 
factor may be utilized by planning the lectures in a given 
subject to coincide as nearly as possible with the time 
when the student is having practice in that subject. 
Another way to correlate theory and practice is to ensure 
careful supervision of the students’ practical work on 
the ward. The use of various techniques, such as stu- 
dents’ reports, demonstrations and case studies, is effec- 
tive in bringing about a better realization on the part 
of the student of the relation that exists between the 
theory, which we associate with the classroom, and the 
practice, which we associate with the ward. Second, 
if it is the supervisor’s aim to bring about an improve- 
ment of the nursing service and an improvement of the 
educational possibilities, she must establish a spirit of 
cooperation between her department and other depart- 
ments, and between the medical, nursing and adminis- 
trative staffs. 

Another important phase of the supervisor’s plan would 
be to establish an educational program for the student. 
In order that a program may be arranged some time in 
advance, the supervisor must know just what experience 
the student has already had, and the date of her arrival 
and departure. Making use of the analysis of the ward 
situation, the supervisor is aware of the material avail- 
able for student experience. While there are many nurs- 
ing routines in every hospital that might be enhanced 
in educational value if they were properly conducted, 
only a few will be mentioned here. The development of 
the morning report affords an excellent opportunity for 
learning. The condition of the patient during the night, 
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the treatments administered, the physicians’ orders and 
the nursing care given may be reported by the night 
nurse. This report could then be folowed by a discus- 
sion of new treatments, new regulations, the nursing 
care of specific patients or a discussion of hospital house- 
keeping methods. All are possible suggestions for stim- 
ulating interest among the group. 

Case reports by the nurse caring for the patient are 
means of diffusing knowledge to the entire group. The 
student should select the case to be reported several days 
in advance, under the guidance of the supervisor or head 
nurse. The report should be checked by the supervisor 
before it is presented to the entire group. A suggested 
outline for a case report may contain the following ma- 
terial: a short social history including the nationality, 
occupation and home condition of the patient, the phy- 
sician’s interpretation of the disability of the patient, 
the nursing care given with a detailed explanation of 
the principles underlying the treatments and the result 
obtained from them. A conclusion may be drawn as to 
the nursing prognosis which may be quite independent 
of the medical prognosis. Another recent form of educa- 
tional program which has already demonstrated its use- 
fulness is the case study method. 

The assignment of patients is an important part of the 
supervisor’s program. This is her opportunity to ensure 
each student a varied experience, but she should keep 
in mind the fact that the student who has had the longest 
period of service on the division should be prepared to 
care for the sickest patients, while those students with 
less experience could be given the less acutely ill patients. 
Ward clinics may be conducted by the doctor and by the 
supervisor, the doctor emphasizing symptoms, treatment 
and special points in the disease under consideration, the 
supervisor giving demonstrations emphasizing the sub- 
jective and objective symptoms to be observed during the 
course of treatments. This is an excellent means of 
bringing the classroom into the ward. In order to en- 
sure for each student the greatest possible experience, 
the supervisor must keep a careful record indicating the 
procedures carried out and the cases cared for each 
week while the student is in the division, so that the 
nurse’s progress can be guided intelligently. 

Concerning the manner in which a supervisor may pro- 
ceed with an administrative plan for her division, the 
following summary of points to be considered may be 
made: 

First, a study of the ward situation; second, a study 
of the nursing staff of the department; third, the selec- 
tion and analysis of aims; fourth, a study of an educa- 
tional program that could be adapted to the situation, 
such techniques as morning reports, case reports, case 
studies, ward clinics and records being utilized. With a 
definite program in mind, progress will take place more 
rapidly and in a more orderly manner. It appears 
obvious, therefore, that a study of a supervisor’s plan is 
beneficial in a class on ward administration. 





Hospital-Homes Urged in Place 


of Almshouses 


“County hospital facilities are needed to fill the gap 
between the county home and the private hospital,” writes 
Mrs. W. T. Bost, commissioner of public welfare for 
North Carolina, in the United States Daily. “The money 
now being expended on the wasteful county home system 
could well be diverted into county hospital facilities, which 
would serve not only the paupers, who must be supported 


by the public, but the very poor, who can pay nothing 
for hospital treatment.” 

Virginia is consolidating its almshouses into district 
hospital-homes Mrs. Bost points out. In one case, twen- 
ty-two counties, two cities and one town have consolidated 
their almshouses into four district homes, built and 
equipped at an average cost of $500 a bed or $50,000 
for an institution of 100-bed capacity. 

The average per capita cost is less than $20 a month 
for the four homes. The average per capita cost for 
the almshouses supplanted is $30. 

Mrs. Bost says that the state board of charities and 
public welfare of North Carolina has for some time ad- 
vocated, in place of county homes, the gradual substitu- 
tion of county hospitals; or, in certain areas where the 
population is sparse, the district hospital-home. 

“If the county home system is to be retained, manifestly 
it seems absurd for every county to attempt to provide a 
separate home, for one-half of the county homes have 
twenty or fewer inmates,” she continues. “In 1928, the 
cost varied from $66.61 per inmate per month in one 
county to $6.49 in another. 

“In a great many cases, there are paupers who could 
be better cared for by relatives under supervision. For 
those inmates who need medical care, it appears that well- 
placed county hospitals offer a sensible and economic solu- 
tion to the problem of caring for county poor and at 
the same time taking care of indigent sick. 

“The modern tendency is to separate the almshouse and 
hospital as to physical being, which is believed to be in 
the interest of both. The ideal situation is separate in- 
stitutions with separate direction and independent staffs, 
but under the same general administrative department 
of government. 

“Increased hospital facilities for all classes, particularly 
including free hospital facilities provided by the public 
for the very poor, will help reduce the burden of sick- 
ness and incapacity of our present civilization. 

“Neglected health is one of the chief causes of depend- 
ency. Better hospital facilities will eventually reduce the 
number of people dependent upon the public for support, 
because they will help people help themselves to financial 
independence.” 





Student Nurses Will Be College Girls 
at Duke University 


Student nurses at the Duke University school of nurs- 
ing, Durham, N. C., to which the first class will be ad- 
mitted January 2, 1931, will be university students as 
well, and will receive laboratory and classroom instruc- 
tions in addition to their practical training. Their train- 
ing will be similar in character to that of the medical 
student, in that they will be gaining practical experience 

Duke University will grant the degree of bachelor of 
science to women who have completed successfully two 
years of college work—sixty semester hours—in addition 
to the three-year course leading to the diploma of gradu- 
ate nurse. The sixty semester hours of college work may 
be completed before or after the nursing course, but not 
during it. 

According to Bessie Baker, director of nursing, Duke 
University, the plan of the school is to prepare young 
women to meet community needs. These needs are in- 
terpreted to mean nurses who are prepared for admin- 
istration and teaching in the various types of hospitals 
and public health work, for the nursing care of the sick 
and for the teaching of health in homes and hospitals. 
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OUT-PATIENT SERVICE 


Conducted by MicHaEt M. Davis, Ph.D., 
Director for Medical Services, Julius Rosenwald Fund, Chicago 























A New Unit for a Rapidly Growing 
Out-Patient Department 


By M. L. DRYFUS, M.D. 


Director, Beth Moses Hospital, Brooklyn, N. Y. 


cently completed a new out-patient unit to accom- 

modate the rapidly growing daily census occasioned 
by the topographical needs of the community which sur- 
rounds it. 

Since the hospital was organized in 1921, the daily 
average attendance has increased from ten to 175 pa- 
tients. In 1929 there was an attendance of 43,017, a 
gain of 300 per cent. 

The new brick structure is an addition to a two and 
a half story building. The admitting entrance is through 
the waiting room of the new building and the exit is 
through a corridor in the old building which is at right 
angles to the lobby. This provides an L-shaped layout. 
Examining rooms for surgery, medicine, neurology, gyne- 
cology, pediatrics (with separate isolation room), obste- 
trics (with separate toilet facilities), and for ear, nose 
and throat, eye, skin and genito-urinary cases are on the 
main floor. 

An auditorium for clinical meetings and social gather- 
ings, a library for the staff, a general laboratory, a 
dental clinic, offices for the social service department and 
lavatories for the personnel are on the second floor. 


Fire Resistive Throughout 


Additional space for the department of applied im- 
munology, the department of orthopedics and physio- 
therapy and a venereal disease clinic occupy part of the 
basement in the new addition, the remainder providing 
a central receiving room, a mattress shop, a carpenter 
shop, a storage room for drugs and an office for the 
engineer. 

Special clinics such as the diabetic clinic, the nutri- 
tional clinic, the cardiac (adult and pediatric) and the 
varicose veins clinic have been assigned space according 
to the convenience of the schedule. 

The building is fire resistive throughout. It has a red 
front brick exterior trimmed with Indiana limestone and 
is of a modified colonial style. The waiting room, which 
has a southern exposure, is large, well lighted and well 
ventilated and the seating arrangement is such as to 
make possible the easy circulation of patients and to 
prevent congestion. 


Te Beth Moses Hospital, Brooklyn, N. Y., has re- 
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This floor plan shows the location of both the old and the 


new out-patient buildings. 
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The comfort of the patients was kept in mind in the 
treatment and finish of the waiting room. The walls 
have a travertine wainscot above which they are finely 
stippled and painted in a light parchment blended shade. 
The ceiling is in ivory and the floor is of terrazzo in 
alternating blocks of terra cotta and light buff. The 
registry desk is trimmed with marble and the radiators 
are enclosed with metal grilles of Union Jack design. The 
electric fixtures are of a simple modernistic pattern and 
all lighting is semi-indirect. 

The waiting room is furnished with walnut benches 
and is provided with a bubbler drinking fountain. A 
wrought iron stairway to the upper portion of the build- 
ing opens from the waiting room and the stairs are fur- 
nished with a neat wrought iron hand rail. The audi- 
torium and library on the second floor are similarly 
treated. All other rooms in the building are finished in 
light buff and all floors are terrazzo with a sanitary base. 
All clinic rooms are equipped with vitreous china basins 
with instrument trays and foot control mixing valves. 
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All furniture is of steel and is finished in an ivory color. 

The laboratory is furnished with the most modern type 
of steel equipment, finished in baked enamel. Additional 
features of this department are the animal house, the 
microchemistry laboratory and the photographic room in 
the penthouse. Space for x-ray film storage is provided 
by steel lockers in a separate brick storeroom that is 
located on the roof. 

The layout provides a connecting bridge from the staff 
room to the out-patient department and to the general 
hospital. A combination linoleum covered counter with 
space for the index filing of clinical records, steel shelv- 
ing in all storerooms, semi-indirect lighting throughout, 
écru window shades and space for perambulators are 
some of the additional features. Heating is by the latest 
approved vacuum system. 

The building was erected from the plans drawn by 
Tobias Goldstone, architect, Brooklyn, N. Y., who also 
supervised the construction. Dr. M. L. Dryfus, medical 
director of the hospital, was consultant. 


Where the Special Diet Needs of 
Business Men Are Met 


By EVELYN ENGDAHL 


Dietitian, Seattle General 


instituted at the Seattle General Hospital. Prior to 

that time no facilities had been offered to people on 
weighed diets who had to have meals in the business dis- 
trict. The need for special diet services at noon for 
business men was keenly felt, and the service immediately 
seemed to fill a long recognized need. The majority of 
the out-patients have been men and women employed or 
living in the business district. The hospital is but a few 
blocks from the city center and is thus within easy 
walking distance during the average lunch hour. 

The procedure for gaining admittance as an out-patient 
is simple. Any doctor prescribing or advising a special 
diet régime may send his patient to the hospital, with a 
written diet order, or he may telephone to the dietitian 
and give the order to her. Service may begin with any 
meal and any one meal or all three meals may be ob- 
tained. A definite time is arranged for each meal at 
whatever time is most convenient for the patient, during 
the period of regular hospital meal service. This fa- 
cilitates the preparation of the meal and allows the 
food to be cooked and ready to be assembled when needed. 


One Table for Out-Patients 


One table in the regular hospital dining room has been 
set aside for out-patients. Usually about eight men come 
every noon, although at various times the number has 
been fifteen or more. The number who come for break- 
fast and supper varies. One waitress is responsible for 
this table. When the patient arrives for his first meal, 
the admittance report is made at the office and the patient 
is escorted to the dining room. A dietitian meets him 
there and explains the diet service. She also introduces 
others already present at the table. Often he meets 
business acquaintances, and the noon hour is passed 
pleasantly. 

The patient is asked to cooperate with the dietary staff 


|: 1925 a special diet service for out-patients was 


Hospital, Seattle, Wash. 


and the physician, so that his diet will be successful. The 
patients are usually most cooperative. The out-patient 
table is supplied with water, salt and pepper. Nephritic 
cases on salt poor or salt free diets are asked not to use 
salt or pepper. Restricted liquid diets receive the total 
fluid allowance on the tray served from the diet kitchen 
and the patient is asked not to take water or condiments 
from the table. 


One Price for All Meals 


A dietitian writes the special out-patient diets each 
day. Likes and dislikes of the individual are considered 
as far as possible. Any diet can be varied and made 
attractive and it is a source of pleasure to hear an out- 
patient say, “My, that was a good breakfast. Just what 
I like.” This type of service is accurate and the patient 
delights in the variety of foods served and in the surprise 
of each meal. 

Any kind of special diet can be ordered from the die- 
tary department. All diets are weighed in grams. Most 
of the diets come under the following classes: diabetic, 
anti-obesity, bland, smooth, high caloric, hypo-acidity and 
nephritic or low protein. For each diabetic patient a 
card, with the number of grams of glucose and of fatty 
acid ingested, is kept for each day. For other diets, the 
number of calories received is charted daily. The 
waitress who serves the tray is responsible for returning 
to the diet kitchen any food that has not been eaten. It 
is reweighed and the amounts noted on the original diet 
slip. 

Charges for meals are made each day by the dietitian 
and sent to the business office. Seventy-five cents is 
charged for each meal. Statements are made for the 
day, week or month as the patient prefers. Each meal, 
regardless of the food it contains, is accurately planned, 
weighed and served. For this reason we have estab- 
lished one price for all meals. Student nurses weigh and 
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prepare the food, each nurse spending two weeks on 
special diet preparation. After each tray is assembled, 
a dietitian checks each item with the original diet slip, 
and the tray is carried by a waitress to the patient. No 
maids are regularly employed for special diet service, 
and special food is not ordered except on rare occasions. 
The types and kinds of food served to patients in the 
hospital who are on general diet service are followed 
closely. 

The cost of each meal is difficult to estimate accurately, 
since much depends on the type of diet. Any prescrip- 
tion with high protein and fat will have a high cost due 
to the high prices of meat, butter and whipping cream. 
Two diets are outlined here and the cost of food served 
on a particular day calculated. 

Anti-obesity diet—prescription in grams: carbohydrate, 
200; protein, 60; fat, 90. The cost per meal is as follows: 
breakfast, $0.146; dinner, $0.198; supper, $0.185; total, 
$0.529. 

Diabetic diet—prescription in grams: carbohydrate, 
115; protein, 85; fat, 210. The cost per meal is as fol- 
lows: breakfast, $0.191; dinner, $0.271; supper, $0.274; 
total, $0.736. 

No attempt is made to gain a profit from these meals. 
Out-patients give us special diets for use in the teaching 
of student nurses, this being needed since we do- not 
always have many special diets in the house. 

This department has been growing steadily since it 
started. The following summary gives data for the past 
four years: 


1926 1929 


1927 1928 
550 meals 1,038 meals 1,810 meals 2,410 meals 
$412.50 $778.50 $1,357.50 $1,807.50 

Many of the men have been coming for the noon meal 
for several months. They try to arrive for lunch at 
somewhat the same time and seem to enjoy the oppor- 
tunity to talk while waiting for their meal. A few men 
from out of town have their meals here when business 
brings them to the city. 

The special diet work with the out-patients is the most 
interesting special service we have. Our services in any 
dietary problem are always available, and often we can 
adjust a diet slightly and give the patient an attractive 
and accurate diet for use at home. We are always glad 
to interview the person who prepares these diets at home 
and to give suggestions for planning and preparation. 

We believe that the out-patients enjoy our service. 
Each one has a special interest in the others served at 
the table and takes pleasure in the progress made. If 
one leaves for a few days the others always ask about 
him. They have reached the conclusion that eating a 
special meal is much more enjoyable if there are others 
present who need the same service. 





St. Mary’s, Brooklyn, Reorganizes 
Its Out-Patient Department 


A little more than a year ago the basement at Saint 
Mary’s Hospital, Brooklyn, N. Y., an institution conducted 
by the Sisters of Charity, was used mainly for the male 
help who occupied large, clean and airy rooms. .There 
were nine rooms, of which two were reserved for the 
“clinics.” Clinics were conducted for obstetrical and 
cynecological patients and for babies born in the hospital. 
A surgical clinic was held once a week for postoperative 
patients who had been discharged from the hospital. Med- 


THE MODERN HOSPITAL 


Vol. XXXV, No. 3 


ical cases were received at any time during the week. 

In June, 1929, the hospital authorities, recognizing a 
definite need for a larger and well organized clinic to 
serve the community and to fulfill its educational ob- 
ligations toward the doctor and the student nurse, began 
reorganizing all the services in the basement. First of 
all, room facilities were provided. The help was moved 
out, rooms were renovated, sinks with hot and cold water 
were installed and equipment was bought. A qualified 
public nurse was appointed as clinic director. The ap- 
pointments of twenty-seven doctors followed. Contacts 
were then made with other health centers and welfare 
associations, such as the Visiting Nurse Association, the 
Children’s Welfare Federation and the State Charities 
Aid Association. 

A regular clinic schedule was planned, which included 
the following services: medical, surgical, obstetrical, pre- 
natal, postpartum, gynecological, pediatrics, health guid- 
ance, ear, nose, throat, urology, proctology, orthopedic, 
skin, dentistry, gastro-enterology, neurology, serology, 
cardiac, metabolism and deep x-ray therapy. 

The out-patient department began its work by giving 
health examinations to children who were scheduled to 
go to the country during the summer. Their defects 
had to be corrected and in treating them the various 
clinics were supplied with patients, since most of the 
children were suffering from one ailment or another. 
Of 487 children who received health examinations during 
June, July and August, 352 had hypertrophied tonsils 
which were removed in our hospital; 109 children had 
medical findings; dental care was given to sixty children. 
Of these children 150 were sent to the country. 

The adult clinic grew equally popular so that the de- 
partment treated 804 patients in July, 1,009 in August, 
1,054 in September, 1,344 in October and 1,483 in Novem- 
ber. 

Educational work is carried on for prospective mothers 
by means of interesting lectures given to them by a 
nurse from the Maternity Center of Brooklyn. 

At the present time a mental hygiene clinic is in the 
process of formation. The hospital, therefore, keeps in 
touch with the State Charities Aid Association in order 
to formulate its plans according to the best possible 

Recently a new laboratory has been added since the 
hospital laboratory was overtaxed with work from clinic 
patients. It is needless to emphasize the value of experi- 
ence that student nurses receive in the clinic under proper 
supervision. The students are enthusiastic about their 
work and training in the out-patient department. 





A Practical Plan for Buying 
Surgical Supplies 


A small Western hospital has evolved a simple and 
practical plan for distributing the cost of surgical in- 
struments among the members of the hospital staff, 
according to the Bulletin of the American- Hospital 
Association. 

The hospital charges the operating surgeons $2 for 
each major operation and $1 for each minor: operation. 
This is placed in the surgical instrument and equipment 
fund and has proved ample for all disbursements for 
this line of supplies. The surgical staff is pleased with 
the arrangement, and the hospital is relieved of the ex- 
pense of maintaining a full line of equipment for the 
surgical department. 
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For Producin 


Sherapeutic 


CVEr 


(Pyretotherapy) 


Introducing the Victor Super-Power Vario- 
Frequency Diathermy Apparatus, having a 
power output considerably greater than 
that of any other diathermy apparatus. 


LTHOUGH the use of artificially produced fever 

in the treatment of certain diseases has held 

the interest of the profession for some years past, 

considerable stimulus has been given the subject 

more recently, through published clinical reports 

based on the use of diathermy as a method of rais- 
ing the body temperature. 

Drs. King and Cocke* summarize their article as 
follows: 

“There is reason to believe that this form of treat- 
ment will be useful in any of the many diseases 
where pyretotherapy is indicated. 

“In the following list we enumerate the chief 
advantages of this form of pyretotherapy: 


(1) It is always available. 


(2) No pathogenic organism of unknown effect is in- 
jected into the patient. 

(3) The frequency, duration and intensity of the febrile 
paroxysms are under accurate control. 

(4) The desired elevations can be produced in all cases, 
which is advantageous in cases that have an immu- 
nity to malaria. 

(5) Drug therapy can be used in conjunction with this 
form of pyretotherapy if desired. 

(6) Since the frequency, duration and intensity of the 
fever can be accurately controlled, the reaction pro- 
duced in each patient can be more nearly standard- 
ized. This will enable us to learn the most favorable 
temperature curve.”’ 

*King, J. Cash, and Cocke, Edwin W.: Therapeutic Fever Produced 


by Diathermy, with Special Reference to its Application in the Treat- 
ment of Paresis. South. Med. Jour., Mar., 1930. 


A copy of this reprint in full will be mailed on request, 


together with further information on the Victor Diathermy 
Apparatus as designed for this work. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, IIL,U.S.A. 
RSS CRAY CORPORATION — 


. 
Join us in the General Electric program broadcast every Saturday 
evening over a nati ide N. B. C. network. 
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TheVictor Super-Power Diathermy Apparatus 
Designed for Producing Therapeutic Fever 


Capable of raising the body temperature to the 
desired degree, under absolute control of the 
operator at all times. 

Will give as much current as any patient can 
tolerate through the chest and abdomen with the 
largest size electrodes used thus far in this work. 

With a control system which permits the 
selection of both frequency and voltage, the 
quality of current desired is quickly available. 

This refinement of control applies throughout 
the range of the machine, from the low current 
values up to and including the high. Thus the 
outfit serves every purpose of diathermy known 
to medical science up to the present. 

It is shock-proof! The control panel is so de- 
signed that there are no exposed parts to en- 
danger the operator or patient. 
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DIETETICS AND INSTITUTIONAL 
FOOD SERVICE 


Conducted by ANNA E. Bouter, Central Free Dispensary at Rush Medical College, Chicago 























Catering to the Food Habits of 
Patients in New Orleans 


By CLARA E. McKINSTRY 


Formerly Dietitian, Touro Infirmary, New Orleans, La. 


world,” is the slogan of a famous Southern city 

where probably the delicacies prepared by in- 
comparable French chefs have contributed to its enviable 
reputation as much as any other one thing. The pom- 
pano papier, the oysters Rockefeller, the crayfish bisque 
and other unusual New Orleans dishes once eaten will 
never be forgotten. With the presence of such competi- 
tion there are many problems that confront the various 
dietary departments of the hospitals located in this city. 


No ORLEANS, the most interesting city in the 


Touro Infirmary is a 400-bed general hospital in which 
all types of service are given ranging from the charity 
ward to the most exclusive private room. The archi- 
tecture is typical of old New Orleans and the buildings 
are constructed around a courtyard in which flowers 
bloom all the year around. The new building is situated 
to one side of the old ones, with another garden spot 
in between the buildings. The old buildings are two and 
three stories high while the new building has four stories. 
Only within the last few years have contractors in New 


4 


The main kitchen at Touro Infirmary is completely equipped with monel metal and white porcelain. It has white tile 
walls, a tile floor and a pale green ceiling. 
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tes ham S ilver ware 


FOR HOSPITAL TRAYS 


1S Attractive as well as P ractical 


1 
f 
hospital tray can be attractive, and is 
attractive, if it is equipped with the 
gracious Mayflower pattern by Gorham. The 
simple, flowing, modern line of this ware 
makes it easy to clean and economical to own 





COFFEE POT pee 
and maintain. 


And Gorham hospital silverware is built to 
withstand years of continuous wear. Of ex- 
ceptional material, of sturdy construction— 
the cost of the Mayflower pattern is within 
the reach of every first-class hospital. 

These articles, in the Mayflower pattern, 
are available in different sizes and capacities. 
Write to the Gorham Company, Hospital 
and Hotel Division, 
for descriptive lit- 
erature and prices. 





ICE CREAM DISH 


SUGAR BOWL 





THE NAPKIN RING 


+ GORHAM + 
COMPANY 


HOSPITAL AND HOTEL DIVISION 








Chicago ya New York 
j 10 So. Wabash Avenue 2 West 47th Street 
SALT AND PEPPER Ben Francisco, 972 Miatca Street HOT WATER PLATE AND COVER 


‘‘AMERICA’S LEADING SILVERSMITHS FOR OVER 90 YEARS’”* 
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Orleans found it possible to drive enough piling in the 
right way to erect higher buildings. 

The dietary department is made up of three graduate 
dietitians, three student dietitians and fifty-seven colored 
employees. 

The chief dietitian is directly responsible to the super- 
intendent of the hospital for the entire food service. 
She teaches the student nurses and buys all of the food 
supplies, including the staples and the canned goods. 

The administrative dietitian has charge of the main 
kitchen and dining rooms. She also plans the menus and 
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this does not make a cool kitchen but it does give a 
splendid circulation of air. 

The vegetable room, next to the main kitchen, has 
been especially built and equipped, since abundant light 
and ventilation are essential. The tables are made with 
four-inch maple tops for salad and vegetable preparation. 
The salad preparation table has a double shelf built over 
it, with a sink countersunk in the center. 

Food is prepared in the main kitchen for three types 
of service—dining rooms, wards and regular private 
rooms. As nearly as possible all three menus are the 





The counter extending through the kitchen is equipped with a steam table, storage space and an ice cream packer. 


checks the food supplies. She has one student dietitian 
under her supervision. 

The medical dietitian has charge of all special diets, 
of the special diet kitchen and of the food service to the 
patients. She has two student dietitians and three stu- 
dent nurses under her supervision. 

The main kitchen is on the first floor to the rear of one 
of the old buildings. It is well equipped with gas ranges, 
steam jacketed kettles, steam tables and a bread slicer 
and other necessary utensils. 


Special Attention to Ventilation 


Because there are about six months of exceedingly hot 
weather in New Orleans, particular attention has been 
given to the ventilation of the kitchen. A large canopy 
spreads over the ranges and the steam equipment in the 
center of the room. Three large air ducts lead from this 
canopy to a positive blower exhaust fan. This draws 
the heat directly up and outside. The original roof of the 
kitchen was taken off and the new one built so that the 
section over the canopy is thirty-three feet high, the next 
section which includes over half of the kitchen is twenty- 
three feet high and the rest of the kitchen is eleven feet 
high. The sides of the raised section are made of shutters 
so that they may be opened in warm weather to give 
good ventilation and closed in the winter to ensure 
warmth inside. There are several windows in the lower 


sides so that the fresh air comes in from the sides and 
Even 


the hot air goes up and out through the shutters. 





same, so that the preparation is greatly simplified. For 
instance, if fresh mustard greens are going to be served 
on private room trays, they are served in the dining rooms 
and wards as well. 

As the dining rooms are not directly connected with 
the main kitchens, the food is taken to a serving pantry 
in the center,of the dining rooms. It is placed upon 
steam tables and served and carried to the tables by 
waitresses. 

Since the buildings of Touro Infirmary are spread 
over such a large area, it has been impossible to install 
a central tray service for all patients. As a result, the 
service has been divided into three groups—the ward 
service, which includes the charity and pay wards; the 
private room service, which includes both semiprivate 
and ordinary private rooms; the special diets and the 
high-priced private rooms. 

The food for the ward service, prepared in the main 
kitchen, is put into bulk food conveyors and pushed to 
the wards by truck boys. The trays are set up by the 
diet kitchen maid, ready for the food when the truck 
arrives. This maid assists the student nurses in putting 
the food on the trays, which are carried to the patients 
by the student nurses. Special dish warmers have been 
installed in all ward diet kitchens to make sure that hot 
food is served on hot dishes. 

The food for the private room service, prepared in 
the main kitchen, is placed on the dishes ready for 
service before it is put into the heated food conveyors. 
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The trucks for cold food are iced and kept separate from 
the hot trucks. It is so scheduled that a cold truck, in 
charge of a serving maid, and a hot truck arrive on a 
given division at the same time. The diet kitchen maid 
who has previously set up the tray now takes charge of 
the cold food truck, putting on the salads and cold food 
as directed by the serving maid. In the meantime, the 
serving maid puts on the hot food. She has been given a 
chart which shows exactly what kind of a tray each 
patient is to receive. These trays are carried by the 
student nurses or the special nurse if there is one on 
the case. 


How the Kitchen Is Arranged 


As far as possible, the special diets are served from 
these trucks. For example, a low protein diet may be 
served simply by taking away the high protein foods and 
adding more low protein foods. In such cases a slip 
accompanies the chart which may read: Room 232, full 
diet, no meat, no soup, rice, with butter, sliced tomatoes, 
buttered okra. 

Since, however, all special diets cannot be taken care 
of in this way, a special diet kitchen has just been com- 
pleted that is designed to serve all diabetic, salt free, 
modified Sippy, gastro-intestinal and other special diets, 
as decided by the medical dietitian, as well as all diets 
for expensive private rooms. These rooms have been 
included here because of the demand among this class 
of patient for 4-la-carte service. 

This kitchen is completely equipped in monel metal and 
white porcelain. It has white tile walls, a tile floor and 
a pale green ceiling. The arrangement is somewhat like 
that of a cafeteria. Monel metal tray racks are on one side 
of the room. Through the center is a counter having a 
right angled turn. This counter is solid white porcelain 
in the front and open in the back with shelves and 
sliding doors on a part of it. The first section is the 
cooks’ table with pots underneath. This section has a 
maple top. The second section has a monel metal top, 
is heated with steam coils and contains the dishes for 
hot food. The third section has a monel metal top and 
contains the dishes for cold foods, such as salads, des- 
serts and cream. At the end of this section is the ice 
cream packer. 

The ranges, the bain-marie table, the preparation table 
and the pot sink are behind the cooks’ table and the hot 
counter. Over the ranges and bain-marie table is a white 
porcelain canopy equipped with an exhaust fan. The 
large refrigerator and glass sink are behind the cold 
counter. The same motor is used for both the refriger- 
ator and the ice cream packer. All of this equipment is 
mounted on eight-inch legs to facilitate cleaning. 


Distributing the Trays 


The trays, which have been previously set up, are 
taken from the racks and placed on the hot counter where 
all hot food is put on in covered dishes. If it is a weighed 
diet, the food is weighed immediately before it is put 
on the tray. The tray then travels along the counter 
to the cold section where the salads and all cold foods 
are placed on it. It is then checked by a dietitian, a 
tray cover is pinned over it and it is given to a colored 
boy dressed in white who carries it directly to the pa- 
tient’s room. 

This type of service makes it possible to serve oysters, 
poached eggs and many other perishable foods in the 
most palatable form because only a few minutes elapse 
from the time they are taken from the range until they 
are in the patient’s room. It prevents errors of service 
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in special diets because each tray is carefully checked 
by a dietitian. 

All special diets are ordered on Form 177, a card 
which must be a copy of the doctor’s orders, and they 
are brought to the diet kitchen by the nurse in charge. 
The medical dietitian then decides whether they will be 
served from the diet kitchen or from the regular food 
trucks. 

All special diet patients are visited by a dietitian so 
that they will receive as nearly as possible the food 
they will like. All diabetic diets are calculated daily on 
a form provided for that purpose. This affords the 
possibility of a great variation in the diet from day 
to day. A duplicate copy is made so that the original, 
which is perforated, may be sent:on the breakfast, din- 
ner and supper trays respectively and copied on the 
chart by the nurse. The duplicate is held in the diet 
kitchen for reference. 

The routine described here probably resembles that 
used in other hospitals in the North, East or West, but 
the actual work is quite different. The mixture of 
French and Spanish with the Southern people has de- 
veloped many unusual food habits which make the writing 
of menus almost an impussibility until these habits are 
learned. What dietitian would know that Creole gravy, 
gumbo, grits and red beans must be served quite fre- 
quently? Breakfast is not complete without either corn 
bread or hot biscuit. There is no dinner more acceptable 
than one that includes black-eyed peas, rice, corn bread 
and lettuce with vinaigrette dressing. Good black drip 
coffee is essential and if taken for breakfast is mixed 
with equal parts of hot milk, café au lait. 


The Fascination of Buying 


The buying here is particularly interesting because 
the historic French market is a lure to any woman who 
is interested in foods. There she finds fresh vegetables 
and fruits displayed in the open all the year round, and 
each time she visits the market it seems there is some- 
thing new she has not seen before, broccoli, romaine, 
kohl-rabi, fresh thyme, fresh bay leaf, leeks, all from 
the gardens around New Orleans. All night long the 
gardeners are bringing in their products on one side of 
the market, while on the other side New Orleans society 
stops for its cup of café au lait before going home. 

But only the Creole vegetables and fruits are pur- 
chased at the French market. The rest of them must be 
found up on Poydras Street, the wholesale district. 
Here the buyer must know the grades of rice because 
an institution of this size uses about twenty pockets of 
rice each month. This rice must be the kind that will 
cook with each grain separate so it may be used as a 
vegetable with gravy. She must know that a “Yard” 
egg is a fresh egg and that a Creole vegetable is one 
grown near New Orleans and that it is, therefore, the 
best there is. 

The outstanding phase of the work here in the South, 
which is entirely different from that in any other section 
of the United States, is the constant employment of 
colored labor. The genuine Southern Negro is the hap- 
piest person in the world because he never worries about 
anything; he lets each day take care of itself; if he has 
nothing but a picayune in his pocket he is as happy as 
if it were thousands of dollars. With such carefree help 


the problem of the dietitian becomes not only one of the 
necessity of providing good food but it becomes also one 
of constant application to details because of the need of 
giving repeated instructions to the individual workers in 
the department. 
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¢ continuous flow bath C6262 in which a single bell supply 
has been so perfected as to replace the five supplies formerly used. 




















One bell supply replaces five 


These baths are used in the treatment 
of nervous and mental cases in which 
immersion for long periods in water of 
a predetermined temperature is re- 
quired. This temperature is usually 
approximately 98° Fahr. distributed 
uniformly throughout the bathtub. 


In the past it was generally believed 
that to obtain a perfect circulation and 
a uniform temperature throughout the 
bath, five points of distribution into 
the tub were required. After making 
experimental tests, lasting over a 
period of months, Crane Co. was suc- 
cessful in developing a single bell, 
with the proper area and orifice, located 


at a definite point in relation to the 
tub which gives an even distribution 
and insures uniform temperature. 
Tests show not over 1° variation in 


the temperature at any point. 


Crane Co. has no hesitancy 1n offering 
this new single bell supply Continuous 
Flow Bath with the assurance of obtain- 
ing results similar to those obtained with 


the five bell tub, but at a lower cost. 


Under the new Crane Budget Plan, 
this bath, like any other fixture in the 
complete Crane line can be purchased 
and installed for only 10% down, and 


the balance in small monthly payments. 


1930 


CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVENUE, CHICAGO 
NEW YORK OFFICES: 23 W. 44TH STREET 
Branches and Sales Offices in One Hundred and Ninety-six Cities 
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NEWS OF THE MONTH 























A. H. A. Completes Program 
for October Meeting 


Hospital Association will open Monday, October 20, 
in New Orleans, with the registration of delegates 
and the inspection of exhibits in the morning. 

The commercial exhibits will be arranged on the first 
and second floors of the exhibit hall and between the two 
assembly halls on each floor. The educational exhibit will 
be arranged in the large auditorium and will be assem- 
bled around a central lounge, which will be comfortably 
furnished for the accommodation of the delegates and 
guests. These exhibits are complete in detail and contain 
many new features that have not been offered at previous 
conventions. The commercial exhibits will be sponsored 
by 150 or more manufacturers and dealers of hospital 


T ie. thirty-second annual convention of the American 





Dr. Christopher G. Parnall, president of the American 
Hospital Association. 





Dr. Lewis A. Sexton, president-elect, American Hospital 


equipment and supplies. The educational exhibit will 
contain fifty booths and will be of great interest to 
hospital people. 

At 2:15 o’clock Monday afternoon the convention will 
be formally opened, with the president of the association, 
Dr. C. G. Parnall, presiding. The program for the after- 
noon will be the presentation of the reports of the fol- 
lowing committees: the nominating committee, the board 
of trustees, the clinical records committee, the committee 
on hospital organization and management, the committee 
on the simplification and standardization of hospital sup- 
plies and equipment, the workmen’s compensation com- 
mittee, the fire insurance rates committee, the National 
Hospital Day committee, the committee on the hospitaliza- 


Association. 
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OXIN-ANTITOXIN has proved highly effective in 
reducing the mortality rate for diphtheria. No child 
who has received the full immunizing course of toxin-anti- 


toxin and shown a subsequent Schick negative will con- 
tract the disease. The Lilly Product is a carefully prepared, 








dependable measure. 

When diphtheria is present use Lilly’s Antitoxin. Its 
small volume, low total solids, sparkling clarity, freedom 
from non-essential proteins, and its convenient package 
make it the product of choice of many exacting clinicians. 

: No JAMES WHITCOMB RILEY scHOOL ies : 
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ELI LILLY AND COMPANY 


Progress Through Research 
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A Cordial Invitation 


The New Orleans Hospital Council sends greet- 
ings to hospital workers throughout the land and 
invites them to visit us in October. 
charm of the old French Quarter, the beauty and 
splendor of this city’s modern American residential 
section, the miles of docks and the world-drawn 
commerce of America’s second port, its financial 
center and business section, all these blend with 
other distinctive elements to constitute “America’s 
Most Interesting City”; and we hope to meet our 
hospital colleagues here next month. 


The unique 





Lael ov be 











tion of colored people, the committee on autopsies, the 
library committee, the committee on the constitution and 
by-laws, the legislative committee and the out-patient 
committee. New business will be introduced and con- 
sidered. 

Monday evening will be the president’s evening. The 
invocation will be delivered by the Archbishop of New 
Orleans, two musical selections will be given, followed by 
the address of welcome by Governor Long of Louisiana 
on behalf of the state, the address of welcome by Mayor 
T. Seemes Walmsley on behalf of the city of New Or- 
leans, the presidential address by Dr. C. G. Parnall and 
an address by a speaker of international reputation. 

On Tuesday round tables will be held, with Dr. R. C. 





Dr. Bert W. Caldwell, executive secretary, American 
Hospital Association. 


Buerki, Dr. W. L. Babcock and Howard E. Bishop as 
coordinators and Asa S. Bacon, G. W. Olson and Dr. 
M. T. MacEachern as associate coordinators. Tuesday 
morning the program of the social service section will 
be presented. On Tuesday afternoon the tuberculosis 
section and small hospital section will meet. Tuesday 
evening the trustees’ section will be presided over by 
Judge Charles Rosen, president of the board of trustees, 
Touro Infirmary, New Orleans. The program for this 
section will be announced later. 

On Wednesday morning the same coordinators will be 
in charge of the round tables. The dietetic section will 
also meet Wednesday morning. The construction section 
and teaching hospital section will present their programs 
on Wednesday afternoon. The election of officers will 
also take place on Wednesday. 

On Wednesday evening it is planned to entertain the 
visitors with a boat trip up the Mississippi River and 
back. The steamer will leave the dock at 5:15 p.m., 
returning in time to land the delegates at 11:30 p.m. 
Arrangements for the program and entertainment on 
this river trip have been placed in charge of the New 
Orleans Hospital Council, which has promised a delight- 
ful evening. Preparations will be made to serve special 
Creole dishes. One deck of the steamer will be given 
over to dancing, another to dining and the third deck to 
any diversions the delegates may select. The boat is 
handsomely furnished and arranged for the comfort of 
large delegations taking the trip up the Mississippi 
River. ; 

Thursday morning will be devoted to round tables. On 
Thursday afternoon the administration and out-patient 
sections will hold their meetings. The nursing section 
will present its program in the evening. . 

The president’s meeting on Monday evening, the trus- 
tees’ section meeting on Tuesday evening and the nursing 
section meeting on Thursday evening will be held in the 
Auditorium and will be open to the delegates and to the 
public. 

The final session of the convention, a business meeting 
of the association, will be held on Friday morning. The 
convention will adjourn promptly at noon, to permit dele- 
gates and guests to enjoy the hospitality of New Orleans 
without interruption both Friday afternoon and Friday 
evening. 

On Saturday at 1 p.m. the United Fruit Company’s 
steamship, Parismina, will sail with the postconvention 
party for Havana, Panama and Guatemala. 
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‘New ENGLAND 


New England is traditional for 
large and basic manufactures. 
From the impetus gained in Colo- 
nial days, the industries of New 
England have steadily waxed 
greater. Alcohol plays an impor- 
tant part in the manufacture of 
many products of New England 
enjoying world wide reputations 
for quality. 
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: | ‘SEE AMERVEAN -:-- maney’ 
; Odorless, Colorless, “Everclear” Alcohol 





» Alcohol destined for hospital use must be outstanding in quality . . . make sure of 
. this essential purity by specifying “Everclear.” 

“i This purity is dependable . . . and immediately apparent. There is a crystal clear- 
1e pone gy absolute lack of odor which establishes the desirability of “Everclear” 
e cohol. 


“Everclear” comes from our plant in the heart of the grain fields. 





: And benefits from an exclusive process originated in our laboratories. 
“a * “Kyverclear” Alcohol is refined to a degree beyond the requirements 
“ of the U.S. Pharmacopeia . . . and meets the high standard imposed 
y ky hospital usage. 


Pekin, Ill. . 
Pema COMMERCIAL ALCOHOL CORPORATION a 


420 Lexington Avenue, New York, N. Y. - 
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Program of A. H. A. Convention 


ROUND TABLE 
Tuesday, October 21, 9 A.M. to 12 Noon 


Coordinator Associate Coordinator 
Howard E. Bishop, Dr. M. T. MacEachern, 
Robert Packer Hospital, Sayre, Pa. American College of Surgeons, Chicago. 


I—BUSINESS ADMINISTRATION IN HOSPITALS 


The Credit Department: How should the credit department be set up (or organized) to function 
to the greatest advantage of the hospital? 

Leader, Dr. George A. Maclver, superintendent, City Hospital, Worcester, Mass. 
Costs and Charges: (a) What should be an average and reasonable distribution of the hospital 
dollar? (b) What are hospitals doing to keep charges as reasonable as possible without lowering 
efficiency? (c) What can be done to increase the average percentage of bed occupancy so as to 
lower average cost? 

Leader, J. B. Franklin, superintendent, Georgia Baptist Hospital, Atlanta, Ga. 
Revenue and Costs: (a) How shall we plan to meet deficits in operation of hospitals? (b) What 
are the best ways and means to increase endowments? (c) Is it ethical and legitimate for a 
hospital to have accessory sources of revenue in addition to receipts from patients, special de- 
partments and endowments? (d) What economies can hospitals put into effect to increase 
revenue? 

Leader, Robert Jolly, superintendent, Baptist Hospital, Houston, Tex. 


Wednesday, October 22 


II—MEDICAL ADMINISTRATION IN HOSPITALS 


Admission of Patient: What should be regarded as an acceptable standard procedure for admis- 
sion of patients? 
Leader, Dr. B. C. MacLean, superintendent, Touro Infirmary, New Orleans. 
Staff Organization: How should the medical staff be organized to function efficiently? (a) small 
community hospital, 10,000 to 20,000 population; (b) medium sized community, 50,000 to 60,000 
population; (c) large community, 100,000 or over. 
Leader, Dr. Lucius R. Wilson, superintendent, John Sealy Hospital, Galveston, Tex. 
Case Records: How can the medical staff assure the scientific character of case records? 
Leader, Dr. W. P. Morrill, director, Maine General Hospital, Portland, Me. 
Staff _ conferences: What should be the character of the staff and clinicopathologic confer- 
ences? 
Leader, Dr. J. J. Moore, director, National Pathological Laboratories, Chicago. 
Anesthesia: Should the anesthesia service be under the control of the hospital management 
with part to full-time salaried staff? 
Leader, G. W. Olson, superintendent, California Hospital, Los Angeles. 
Appointments and Promotions on Medical Staffs. 
Leader, Boris Fingerhood, United Israel-Zion Hospital, Brooklyn. 


Thursday, October 23 


III—NURSING ADMINISTRATION IN HOSPITALS 


Financing Nursing Education: How shall we finance nursing education? 
Leader, Paul H. Fesler, University Hospitals, Minneapolis, and Laura R. Logan, dean, Cook 
County Hospital School of Nursing, Chicago. 
Nursing Service: What constitutes efficient bedside nursing care? (a) supervision; (b) ratio of 
nurses to patients; (c) hours of duty; (d) how can a satisfactory standard technique be main- 
tained in the various departments with the constant changing of student nurses? 
Leader, E. Muriel Anscombe, superintendent, Jewish Hospital, St. Louis. 
Student Nurse Health Service: What constitutes a proper student nurses’ health service? 
Leader, Mary M. Roberts, editor, American Journal of Nursing, New York City. 
Group Nursing: Is group nursing practical? 
Leader, Agnes O’Roke, superintendent, Kosair Crippled Children’s Hospital, Louisville, Ky. 
The Essentials and Content of Graduate Courses for Nurses. 
Leader, Mrs. Nan H. Ewing, R.N., principal, school of nursing, Ravenswood Hospital, Chicago. 


ROUND TABLE 
Tuesday, October 21, 9 A.M. to 12 Noon 


Coordinator Associate Coordinator 
Dr. R. C. Buerki, Asa S. Bacon, 
State of Wisconsin General Hospital, Madison, Wis. Presbyterian Hospital, Chicago. 


GENERAL TOPIC: WHAT IS YOUR HOSPITAL CONTRIBUTING TO COMMUNITY AND MEDI- 


CAL EDUCATION? 
9:00- 9:10 What is your hospital’s contribution to your local community? 
C. J. Cummings, Tacoma General Hospital, Tacoma, Wash. 
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COMPLETE ANNOUNCEMENT NEXT MONTH 








Presented by America’s Oldest and 
Largest Exclusive Manufacturers of 
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9:10- 9:30 
9:30- 9:40 


9:40-10:00 
10:00-10:10 
10:10-10:30 
10:30-10:40 


10:40-11:00 
11-12 Noon 


State of Wisconsin General Hospital, Madison, Wis. 


Discussion opened by Dr. C. W. Munger, Grasslands Hospital, Valhalla, N. Y. 
What is your hospital’s contribution to the more efficient training of interns? 
Paul H. Fesler, University Hospitals, Minneapolis. 
— opened by Dr. Harley Haynes, University of Michigan Hospital, Ann 
rbor. 
What is your hospital’s contribution to the advancement of science in medicine? 
Dr. Willard C. Rappleye, Medical Education Committee, New Haven, Conn. 
Discussion opened by Robert E. Neff, University of Iowa Hospitals, Iowa City. 
heise! is your hospital doing to improve efficiency by the routine training of per- 
sonnel? 
J. B. Franklin, Georgia Baptist Hospital, Atlanta, Ga. 
Discussion opened by E. Muriel Anscombe, Jewish Hospital, St. Louis. 
General discussion. 
This hour is to be devoted to the continuation of discussions. 


ROUND TABLE 
Wednesday, October 22, 9 A.M. to 12 Noon 


Coordinator Associate Coordinator 
Dr. R. C. Buerki, Asa S. Bacon, 
Presbyterian Hospital, Chicago. 


GENERAL TOPIC: WHAT IS YouR HOSPITAL DOING TO MEET THE INCREASING PUBLIC 
DEMAND FOR SPECIAL SERVICE IN BOTH MATERNITY AND PEDIATRIC CASES? 


9:00- 9:10 


9:10- 9:30 
9:30- 9:40 


9:40-10:00 
10:00-10:10 
10:10-10:30 
10:30-10:40 


10:40-11:00 
11-12 Noon 


State of Wisconsin General Hospital, Madison, Wis. 


Note: There were 7,073 maternity cases hospitalized in 1929. There were 685,430 
pediatric cases hospitalized in 1929. 

Special features employed by hospitals to improve maternity care. 

Jessie J. Turnbull, Elizabeth Steel Magee Hospital, Pittsburgh. 
Discussion opened by Jessie F. Christie, Chicago Lying-In Hospital, Chicago. 
Special features employed in hospitals to improve pediatric care. 

Dr. A. C. Bachmeyer, Cincinnati General Hospital, Cincinnati. 
Discussion opened by Wm. L. Coffey, Milwaukee County Institutions, Milwaukee. 
—— ~ aa best method of handling the problem of contagious disease in a general 
ospital? 

Dr. Fred Carter, Ancker Hospital, St. Paul, Minn. 
7. oo opened by Dr. D. L. Richardson, Providence City Hospital, Providence, 


What a hospital should do to stimulate prenatal and postnatal care and possible 
results to be accomplished. 
Dr. Walter E. List, Minneapolis General Hospital, Minneapolis. 
— opened by Kate Jackson Hard, Saginaw General Hospital, Saginaw, 
ich. 
General discussion. 
This hour is to be devoted to the continuation of discussions. 


ROUND TABLE 
Thursday, October 23, 9 A.M. to 12 Noon 


Coordinator Associate Coordinator 


Dr. R. C. Buerki, Asa S. Bacon, 
Presbyterian Hospital, Chicago. 


GENERAL TOPIC: THE WIDELY PREVAILING LOW AVERAGE BED OCCUPANCY: CAUSES 
AND REMEDIES. 


9:00- 9:10 


9:10- 9:30 
9:30- 9:40 


9:40-10:00 
10:00-10:10 


10:10-10:30 
10:30-10:40 


10:40-11:00 
11-12 Noon 


Note: The average hospital occupancy for 1929 was 65 per cent. 
What can an active sympathetic cooperative staff do to assist in maintaining 100 
per cent occupancy of your hospital? 

Dr. L. H. Burlingham, Barnes Hospital, St. Louis. 

Discussion opened by Dr. Donald M. Morrill, Blodgett Memorial Hospital, Grand 
Rapids, Mich. 
Maintaining a high quality of service is essential to a successful hospital. 

F. O. Bates, Roper Hospital, Charleston, S. C. 

Discussion opened by Louis J. Bristow, Southern Baptist Hospital, New Orleans. 
Are you meeting the psychology of each patient? 

Dr. Henry Daspit, City Hospital for Mental Diseases, New Orleans. 
Discussion opened by Dr. N. W. Faxon, Strong Memorial Hospital, Rochester, N. Y. 
What is the patient paying for services not included in the room rate? (Are you 
meeting the patient’s pocketbook?) 

Dr. Carlisle S. Lentz, University Hospital, Augusta, Ga. 

Discussion opened by L. C. Austin, Mt. Sinai Hospital, Milwaukee. 
General discussion. 
This hour is to be devoted to the continuation of discussions. 
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y/ DAY’S SYSTEM OF CUBICLE CUR- 
TAIN SCREENING IS SUPPORTED 
FROM THE CEILING! 


THIS LEAVES THE FLOOR UNOBSTRUCTED FOR 
CLEANING, MOVING FURNITURE, VENTILATION 





















HE modern trend in hospital 
planning is away from the severe in- 
stitutionalism of former days—par- 
ticularly in the ward. And Day’s 
System of Cubicle Curtain Screening 
for wards allows for a desirable 
privacy where expense must be kept 
at a minimum. 


Because the Day method of cur- 
taining is supported from the ceil- 
ing, it does not interfere with floor 
space. The room is not partitioned 
or obstructed. The floor is entirely 
clear for efficient maintenance. Ven- 
tilation is not handicapped, and full 
daylight illumination is at all times 
accessible. 


No matter how large the wards, 
and irrespective of bed arrangement, 
Day’s equipment isolates any bed at 
will. Only one curtain is employed 
for each patient. This curtain swings 
back and forth noiselessly past all 
points of support. There are no 
gaps, time is saved, and laundry costs 
are lowered. 


Day’s system is today solving the 
ward problem in numerous hospitals. 
Among them are: 


Columbia Presbyterian Medical Center, 
New York. 

Johns Hopkins Hospital, Baltimore. 

French Hospital, New York. 

Rockefeller Institute, New York. 

Mt. Sinai Hospital, New York. 





























87 Chambers Street 











Lying-In Hospital, Philadelphia. 

Faxton Hospital, Utica. 

Montefiore Hospital, New York. 

St. Mary’s Hospital, Brooklyn, N. Y. 

Jewish Hospital, Brooklyn, N. Y. 

Mt. Sinai Hospital, Philadelphia. 

All Soul’s Hospital, Morristown, N. J. 

Oil City General Hospital, Oil City, Pa. 

— Memorial Hospital, Rahway, 

ee Hospital, Southampton, 

Yonkers 
N.Y. 

Philadelphia General Hospital, Phila- 
del phia. 


Write for information. A Day 
system in wards costs less than 5% of 
1 per cent of the building costs. It 
can be installed by our own construc- 
tion department, or we will furnish 
specifications for your local con- 
tractor. 


Literature will be sent on request. You 
will be interested in the features of the 
Day system. 


General Hospital, Yonkers, 


Hospital Division 
H. L. JUDD CO., INC. 
New York 
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ROUND TABLES 


Coordinator Associate Coordinator 
Dr. W. L. Babcock, G. W. Olson, 
Grace Hospital, Detroit. California Hospital, Los Angeles. 


I—PROBLEMS OF THE PATIENT OF MODERATE MEANS. 
(Speaker not yet announced) 


II—GrouPp NURSING AS A MEANS TOWARDS THE REDUCTION OF THE COST OF ILLNESS. 
Discussion opened by L. C. Von der Heidt, superintendent, West Suburban Hospital, 
Oak Park, IIl. 


III—ADVANTAGE OF DECENTRALIZED PROFESSIONAL AND FOOD SERVICES IN LARGE 


HOSPITALS. 
Discussion opened by Dr. Frederic A. Washburn, director, Massachusetts General 
Hospital, Boston. 
Discussed by Dr. Wm. H. Walsh, Chicago, and Dr. H. L. Mohler, Philadelphia. 


ADMINISTRATION SECTION 


Chairman 
Dr. Walter S. Goodale, 
Buffalo City Hospital, Buffalo, N. Y. 


A Dispensary Functioning as the Front and the Back Doors of a Hospital. 
John E. Ransom, assistant director, Johns Hopkins Hospital, Baltimore. 
Discussion: John C. Dinsmore, superintendent, University of Chicago Clinics, Chicago. 
Should All Hospitals Be “General” in Fact as Well as in Name? 
E. L. Slack, superintendent, Samuel Merritt Hospital, Oakland, Calif. 
Discussion: Ralph M. Hueston, superintendent, Silver Cross Hospital, Joliet, Ill. 
Medical Versus School Teacher Administration of Crippled Children’s Hospitals and Day Schools. 

Oscar E. Miller, director, Crippled Children’s Hospital, Gastonia, N. C. 

Discussion: L. C. Austin, superintendent, Mt. Sinai Hospital, Milwaukee. 
Hospital Social Service and Its Relationship to Community Welfare Organizations. 
(Speaker not announced) 

Discussion. 
Some Special Problems of Southern Hospitals. 

Dr. John A. Hornsby, superintendent, University of Virginia Hospital, Charlottesville, Va. 
Discussion: M. E. Winston, business manager, Duke University Hospital, Durham, N. C., and 
W. Hamilton Crawford, South Mississippi Infirmary, Hattiesburg, Miss. 

The Small Hospital as an Educational Center for the General Practitioner. 

Dr. James M. Beeler, Spartanburg General Hospital. Spartanburg, S. C. 

Discussion: Wann Langston, M.D., superintendent, University Hospital, Oklahoma City, Okla. 
Nurses, Patients and Hospital Pocketbooks. 

Dr. Lucius R. Wilson, John Sealy Hospital, Galveston, Tex. 

Discussion: J. B. Franklin, superintendent, Georgia Baptist Hospital, Atlanta, Ga. 


Election of officers. 
DIETETIC SECTION 


Chairman Secretary 
Bertha E. Beecher, S. Margaret Gillam, 
Assistant Superintendent, The Christ Hospital, Director of Dietetics and Housekeeping, 
Cincinnati. University Hospital, Ann Arbor, Mich. 


The Work of the Consultant in Nutrition and Diet Therapy. 
Fairfax T. Proudfit, University Hospital, Memphis, Tenn. 
Menu Planning for a General Hospital. 
Mary Smith, chief dietitian, Baptist Hospital, Houston, Tex. 
The Dietitian and the Public Health Nursing Program. 
Shirley C. Titus, dean, school of nursing, Vanderbilt University, Nashville, Tenn. 
Round table discussion on hospital problems. 
S. Margaret Gillam, director, department of cietetics and houskeeping, University Hospital, 
Ann Arbor, Mich. 
Election of officers. 


NURSING SECTION 


Chairman Secretary 
Claribel Wheeler, Bertha W. Allen, 
Director, School of Nursing, Superintendent, Newton Hospital, 
Washington University, St. Louis. Newton Lower Falls, Mass. 


Graduate Nurses to Supplement Student Service. 
Phoebe Kandall, R.N., B.S., professor of nursing education, Colorado State Teachers College, 
Greeley, Colo. 
The Cost of Nursing Education and Its Relation to the Cost of Nursing Care. 
Dorothy Rogers, R.N., B.A., superintendent, McMillan Hospital, and Oscar Johnson Research 
Institute, St. Louis. 
Group Nursing. 
Shirley C. Titus, R.N., M.A., dean, school of nursing, Vanderbilt University, Nashville, Tenn. 
Election of officers. 
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THORNER 


135 FIFTH AVENUE, NEW YORK 














THORNER 
SEAMLESS SANITARY SILVER 


Specially designed for Hospital service. 
The outcome of many years’ practical ex- 
perience. The seamless construction with 
scientifically rounded interior, permits 
quick and thorough cleansing. Substantial 
construction and extra heavy plating of 
Sterling silver assures long wear. The sim- 
ple yet elegant standard design allows the 
addition of extra pieces at any time. Flat- 
ware supplied in matching design is of 
equally durable workmanship. 


Furnished either in sets or as separate 
pieces. 





THORNER 
NURSING PROFICIENCY TRAY With 
Thorner Individual Sterilizing Drum 





Designed and carefully equipped on the advice of special- 
ists, these trays entirely eliminate the loss of time so often 
experienced in preparing necessary equipment for examina- 
tions, dressings and treatments in wards and operating 
rooms. 


The Hypodermic Tray, illustrated, is typical of the 24 differ- 
ent standard arrangements including all requirements for 





use in 

Aspiration Breast Treatmgnt Catheterization 
Eye Treatment Hypodermy Irrigation 
Infusions Lavage and Gavage Hypodermoclysis 


and the Examination and Preparation of the Patient 


THORNER 
INDIVIDUAL STERILIZING DRUM 


Substantial 3 piece all metal construction, heavily nickel plated, 
enables the rapid sterilization of individual dressings and per- 
mits their immunization up to the actual moment of applica- 
tion. These drums measure only 4 x 3 inches and are included 
in Thorner Nursing Trays or supplied separately as desired. 





= GE 


TAL “ain 
S 


NEW ORLEANS 


I T i ) October 20th to 24th 
Booth 13 and 14 
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OUT-PATIENT SECTION 


Chairman Secretary 
Dr. Donald Smelzer, Charles C. Hedges, 
Graduate Hospital, University of Pennsylvania, Superintendent, Babies’ Hospital, 
Philadelphia. New York City. 


Report of the Out-Patient Committee: Adequacy of Medical Service. 
Dr. Herman Smith, chairman, out-patient committee, Michael Reese Hospital, Chicago. 
Discussion: Frank E. Wing, Boston Dispensary, Boston. 
Criteria of Adequate Medical Service in the Out-Patient Department. 
Dr. Samuel Bradbury, medical director of out-patient department, Pennsylvania Hospital, 
Philadelphia. 
Discussion. 
Paper by Ruth Emerson, director of medical social service, University of Chicago Clinics, Chicago. 
iscussion. 
Election of officers. 


SOCIAL SERVICE SECTION 


Chairman Secretary 
Elizabeth Lowry, Helen Beckley, 
Rochester General Hospital, Rochester, N. Y. American Association of Hospital Social 


Workers, Chicago. 
The Present Trends of Medical Social Work. 
Edith Baker, president, American Association of Hospital Social Workers, director of social 
work, Washington University and Allied Hospitals, St. Louis. 
Discussion. 
Admitting as a Social Problem. 
Elizabeth Wisner, School of Social Work, Tulane University, New Orleans. 
Discussion. 
The Medical Social Worker in a Public Institution. 
Pauline Parr, Louisville City Hospital, Louisville, Ky. 
Discussion. 
Election of officers. 


TEACHING HOSPITAL SECTION 


Chairman Secretary 
Paul H. Fesler, Dr. R. C. Buerki, 
University Hospitals, Minneapolis. University of Wisconsin Hospital, Madison, Wis. 


Greetings. 
Dr. C. G. Parnall, president, American Hospital Association. 
The Training of Laboratory Technicians. 
Dr. W. D. Stovall, University of Wisconsin, Madison, Wis. 
The Training of Physiotherapists: 
Occupational Therapy, speaker to be announced. 
Electrotherapy, speaker to be announced. 
atone re ad and Massage, speaker to be announced. 
The University’s Responsibility in the Training of Nurses. 
Dr. May Ayres Burgess, Committee on the Grading of Nursing Schools, and Robert E. Neff, 
University of Iowa Hospitals, Iowa City. 
General discussion and round table. 


Election of officers. 
TUBERCULOSIS SECTION 


Chairman Secretary 
Dr. Joseph R. Morrow, Dr. H. J. Corper, 
Medical Director, Bergen County Hospital, Medical Director, National Jewish Hospital, 
Ridgewood, N. J. Denver, Colo. 


ae a oe as a Center for Health Education With Special Reference to Its Application to 
uberculosis. 
oo + Watson, R.N., director of nursing education, Jersey City Hospital, Jersey City. 
Discussion: Dr. J. A. Myers, University of Minnesota, Minneapolis. 
Food Service to Bed Patients. 
Dr. G. L. Bellis, superintendent, Muirdale Sanatorium, Wauwatosa, Wis. 
Discussion. 
Paper by Dr. Charles H. Sprague, medical superintendent, “Broadlawns,” Polk County Public 
Hospital, Des Moines, Iowa. 
Discussion. 
The Sanatorium, Past, Present and Future. 
Dr. E. S. Mariette, superintendent, Glen Lake Sanatorium, Oak Terrace, Minn. 
Discussion: Dr. Harry Lee Barnes, State Sanatorium, Wallum Lake, R. I. 
What Can the Social Worker Do for Tuberculosis? 
Mary Ratterman, Vanderbilt Hospital, Nashville, Tenn. 
Discussion. 
Election of officers. 
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~ He Took Up 


the Draftsman’s Pencil to 


Battle Constipation 


The daily output of a lathe operator drops. A 
child grows listless and inattentive as the school 
day drags into afternoon. An office worker 
slumps idly at his desk, neglecting the work be- 
fore him. 


The boundless energy that drove a business 
genius to the top rung of the ladder, slips silently 
away, leaving only a dull clod of a mind and body. 


Yet doctors tell us that constipation is really 
nothing but a habit—or rather the lack of one. 
It is a chronic disorder, of millions, induced by 
irregular evacuation during youth. 


Cc 8 


PREFERRED FOR EXACTING 


LLU 


CAG O 


The Clow Soldier of Sanitation took up the 
draftsman’s pencil to fight this enemy of modern 
man and industry. 

His first attack was for the coming generation. 
It resulted in a closet bowl, efficiently designed 
to make evacuation easier and more certain for 
school children. 

For many years careless designers had been in- 
flicting high bowls upon children in school toilet 
rooms. 

The seat of the Clow Bowl was lowered, 2 inches 
closer to the floor. The position of the child is 


PLUMBING SINCE 1878 


Consult your architect 


natural, with knees high and stomach muscles 
relaxed. Thus by making evacuation easier, 
regularity is made more of a habit. 

Following this first bowl have come others on the 
same idea to help grown-ups in all walks of life. 
And the Soldiers of Sanitation score another 
important victory in their battle against unclean- 
liness, pollution, ill-health and inefficiency. 








The Clow Soldier of Sanitation is a specialist on the 
acute problems of sanitation that confront every build- 
er of a school, hospital, industrial plant or other pub- 
lic building. At bis finger tips is the accrued expe- 
rience of Clow’s 52 years experience—at his back the 
complete line of fixtures to meet every mass plumbing 
need. Call him in. This is Frank O. Tinthoff, Peoria, 
Ill. — Southern Illinois Territory. 
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A. C. S. Program Promises Rich 
Five-Day Session 


Notable surgeons, physicians and hospital adminis- 
trators will contribute, from the wealth of their varied 
experiences, to the carefully planned program of the 
thirteenth annual Hospital Standardization Conference, 
American College of Surgeons, to be held in Philadelphia, 
October 13 to 17. Standardization in all its phases will 
be discussed as well as many other subjects on the 
betterment of hospital service. 

Dr. Merritte W. Ireland, Washington, D. C., president, 
American College of Surgeons, will sound the keynote 
of the conference in his opening address on Monday 
morning, October 13. This will be followed by the pres- 
entation of the thirteenth annual report of hospital 
standardization by Dr. Franklin H. Martin, Chicago, 
director general of the college. 

“Our Responsibility as Fellows of the College in Fur- 
thering the Hospital Standardization Movement” will be 
discussed by Dr. D. Jeff Miller, professor of gynecology, 
Tulane University School of Medicine, New Orleans, and 
president-elect, American College of Surgeons. Dr. 
George W. Crile, director, Cleveland Clinic Foundation, 
Cleveland, will speak on “What the Hospital Standardiza- 
tion Movement Means to the Present Day Practice of 
Medicine.” The Rev. Dr. Alphonse M. Schwitalla, S.J., 
dean, St. Louis University School of Medicine, St. Louis, 
and president, Catholic Hospital Association, will present 
his views on the subject, “My Conception of an Ideal 
Hospital.” Dr. Joseph C. Doane, director, Jewish Hos- 
pital, Philadelphia, will answer the question, “Is Stand- 
ardization of Hospital Surgical Procedures Possible?” 
The final formal paper of the morning will be presented 
by Dr. J. Garland Sherrill, visiting surgeon, Louisville 
Public, Jewish, St. Mary’s and St. Elizabeth’s hospitals, 
Louisville, Ky., on “The Liaison Committee—A Means of 
Promoting Cooperation Between the Medical Staff and 
the Hospital Management.” This paper will be followed 
by a discussion by Dr. Walter W. Chipman, emeritus 
professor of gynecology and obstetrics, McGill University, 
Montreal, Canada. 


Interesting Studies Will Be Presented 


Dr. Frank D. Jennings, clinical professor of surgery, 
Long Island College Hospital, Brooklyn, will preside at 
the Monday afternoon session. First on the program 
will be a study of acute appendicitis from 1919 to 1929 
inclusive, for the purpose of evaluating the benefit of 
staff conferences. Two hospitals will be included in the 
study, Greenpoint Hospital and St. Catherine’s Hospital, 
Brooklyn, and the study will be presented by Dr. 
Joseph S. Baldwin, attending surgeon, Dr. Harry Feld- 
man, associate surgeon, and Dr. John A. McCabe, 
assistant surgeon, Greenpoint Hospital, and Dr. Joseph L. 
Pfeifer and Dr. Walter J. O’Connell, St. Catherine’s Hos- 
pital. Dr. Charles A. Gordon, clinical professor of ob- 
stetrics and gynecology, Long Island College Hospital, 


will speak on “The Coordination and Integration of the 
Gynecologic-Obstetric Service in a General Hospital.” 
Dr. John M. Scannell, Jamaica, N. Y., attending sur- 
geon, St. Catherine’s Hospital, Brooklyn, will describe 
“A Plan for the Organization and Control of the Cour- 
tesy Staff in a General Hospital.” The problems of a 
rural surgeon and their solution will be discussed by 
Dr. John B. McKenzie, Loggieville, New Brunswick, sur- 
geon, Hotel Dieu, Chatham, N. B. Dr. John E. Jennings, 
surgeon-in-chief, Cumberland Hospital, Brooklyn, will 
base his paper on the question, “Is the Private Patient 
Getting a Square Deal?” The discussion that will close 
the afternoon session will be led by Dr. H. L. Foss, sur- 
geon-in-chief, Geisinger Memorial Hospital, Danville, Pa. 
and general discussion will follow. 


X-Ray Service to Be Discussed 


The session on Tuesday morning will open with Dr. 
Philip H. Kreuscher, professor of clinical orthopedic 
surgery, Loyola University School of Medicine, Chicago, 
and vice-president, American College of Surgeons, in the 
chair. Papers will be presented as follows: “Important 
Basic Considerations in Maintaining an Adequate X-Ray 
Service in Various Sized Hospitals,’ Dr. Edward S. 
Blaine, radiologist, Wesley Memorial Hospital, Chicago; 
“Autopsies, Their Value and Certain Factors That Will 
Influence Their Increase,” Dr. B. Henry Mason, superin- 
tendent, Waterbury Hospital, Waterbury, Conn.; “The 
Absorption of Special Charges in Hospitals” (illus- 
trated), Lawrence C. Austin, superintendent, Mt. Sinai 
Hospital, Milwaukee; “The Hospital’s Teaching Responsi- 
bility,” John E. Ranson, assistant director, Johns Hopkins 
Hospital, Baltimore. Dr. W. P. Morrill, superintend- 
ent, Maine General Hospital, Portland, will lead the 
subsequent discussion. 

Tuesday afternoon will be devoted to a round table 
conference at which the functions, relationships and re- 
sponsibilities of boards of trustees, medical staffs and 
superintendents will be discussed thoroughly. The round 
table will be conducted by Dr. C. W. Munger, director, 
Westchester County Department of Hospitals, Valhalla, 
N. Y. A paper, “The Relative Functions of Trustees, 
Medical Staffs and Administrators,” by Dr. E. M. Blue- 
stone, director, Montefiore Hospital, New York City, will 
be discussed by Dr. T. D. Sloan, superintendent, New 
York Post-Graduate Medical School and Hospital, New 
York City. A paper on “The Responsibility of the Med- 
ical Staff in and to the Administration of the Hospital,” 
by Dr. Joseph Tenopyr, attending surgeon, Caledonian 
Hospital, Brooklyn, will be discussed by Dr. Paul 
Keller, director, Beth Israel Hospital, Newark, N. J. A 
prominent hospital trustee will speak on “The Réle of the 
Hospital Board in the Selection, Appointment and Con- 
trol sf the Medical Staff.”” He will be followed on the 
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program by Dr. R. C. Buerki, superintendent, State of 
Wisconsin General Hospital, Madison, who will open the 
discussion on this paper. “The Réle of the De- 
partment of Nursing in the Promotion of the Medical 
and Administrative Aims of the Hospital,” is the theme 
on which Sally Johnson, superintendent of nurses, Massa- 
chusetts General Hospital, Boston, will speak. Her paper 
will be discussed by Elizabeth A. Greener, director of 
nursing, Mt. Sinai Hospital, New York City. A paper 
on “Social Service as an Aid to the Administrator and 
the Attending Staff” will be presented by Elsa Butler 
Grove, Teachers College, Columbia University, New York 
City. 


Record Taking an Important Topic 


A special session Tuesday evening will be held under 
the auspices of the Philadelphia Hospital Association. 

The Wednesday morning session will be presided over 
by Dr. R. C. Buerki. Papers will be given as follows: 
“The Organization of the Record Department” (illus- 
trated), Paul H. Fesler, superintendent, University of 
Minnesota Hospital, Minneapolis; “Centralization of 
Medical Statistics in the Record Department,” Mary H. 
Newton, medical statistician, Pittsburgh Homeopathic 
Hospital, Pittsburgh; “The Réle of the Student Nurse 
in the Clinical Record,” Mary Merrill, student nurse, 
school of nursing, Williamsport Hospital, Williamsport, 
Pa.; “Case Records and Staff Conferences,” Dr. Irvin D. 
Metzger, president, Pennsylvania State Board of Medical 
Education and Licensure, Pittsburgh. Discussion will 
be led by Dr. Joseph Turner, director, Mt. Sinai Hospital, 
New York City. 


Medical and Hospital Economics 


The round table conference on ‘Wednesday afternoon 
will deal with “Medical and Hospital Economics,” and 
will be conducted by Robert Jolly, superintendent, Bap- 
tist Hospital, Houston, Tex. Topics to be discussed 
will include: “Educating the Public as to Medical and 
Hospital Economics ;” “Medical and Hospital Costs Versus 
Value of Medical and Hospital Services;” “Medical and 
Hospital Economics in Relation to (a) Planning and 
Construction, (b) Management, (c) Scientific Depart- 
ments Such as the Clinical Laboratory and the X-Ray 
and Physical Therapy and (d) Medical Services;” 
“Standardization of Hospital Equipment and Supplies.” 
and other related topics. 

The Thursday morning session will consist of a round 
table conference of unusual interest to hospital trustees, 
superintendents, members of medical staffs, nurses, social 
workers and others. It will deal with the réle of the 
medical staff and of the hospital management in the 
cancer problem and will be conducted by the clinical 
research division of the college of surgeons. 

Thursday afternoon will be devoted to visiting the 
hospitals of Philadelphia. 

A special program on Friday morning will be presented 
by the board of traumatic surgery, American College of 
Surgeons, on the economic, administrative and scientific 
aspects of the injured patient. A continuation of the 


visit to Philadelphia hospitals on Friday afternoon will 
conclude the five-day session. 


Philadelphia Hospitals to Profit 


by New Credit Bureau 


The Philadelphia Credit Bureau, under direction of the 
Philadelphia Chamber of Commerce, announces the or- 
ganization of a special hospital section for institutions 
in metropolitan Philadelphia. This section will set up a 
special service for the interchange of information con- 
cerning nonprofitable patients and those not entitled to 
credit accommodation consideration. 

It is proposed that a hospital will use the offices of the 
Philadelphia Credit Bureau as a clearing office for in- 
formation of all kinds, which will serve to eliminate bad 
debt losses and reduce the pyramiding of hospital credit. 
It is believed that certain individuals make the rounds of 
hospitals securing the best medical attention, special ex- 
aminations, special laboratory and x-ray work, private 
rooms and establish diet treatment, without thought or 
concern relative to the payment for this service. 

The institutions are also privileged to join the Phila- 
delphia chapter of the National Retail Credit Association 
and, by virtue of this membership, send out the various 
tactful yet effective collection aids that have been estab- 
lished for protection, thus convincing the consumer public 
of the existence of a central credit bureau and an organi- 
zation of the credit departments of all classes of profes- 
sional and business men. 

The Philadelphia Credit Bureau is a consolidation of 
the Commerc ~~-nce Company, operating success- 
fully in Philadelphia for twenty-eight years, and the 
Credit Clearance Bureau of the Philadelphia Chamber of 
Commerce with ten years’ standing, whereby the paying 
habits of 1,250,000 residents of metropolitan Philadelphia 
are available for mutual protection. The organization 
holds the official charter for Philadelphia as a unit of the 
service department of the National Retail Credit Asso- 
ciation, comprising 1,100 credit bureaus throughout the 
United States and Canada. 

It is announced that an advisory committee will be 
selected shortly from the charter members of this group 
to meet with the management of the bureau in the per- 
fection of plans for the operation of this section. A spe- 
cial bulletin for hospitals only, covering the particular 
requirements of those institutions, is also under con- 
sideration. 

The proposal has secured the endorsement of several of 
the leading executives of hospitals in Philadelphia. 





Methodist Hospitals and Homes 
Board Moves Offices 


The offices of the Board of Hospitals, Homes and 
Deaconess Work, Methodist Episcopal Church, were 
moved on August 18 from 740 Rush Street, Chicago, to 
33 North High Street, Columbus, Ohio, says an an- 
nouncement sent out by N. E. Davis, corresponding 
secretary. 

The change of location has been made so that the 
headquarters of the board may be in the center of the 
hospital, home and deaconess work of the church, thus 
effecting a saving in travel, time and rent. 
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) "Thirsty Air 1s conquered! 


Ingenious Humidifier prevents operating rooms explosions: 
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Protestant Association Program Is 
Varied and Practical 


ing Protestant hospitals from every section of the 

country are on the program of the tenth annual 
ciation to be held in New Orleans, October 17, 18, 19 
convention of the American Protestant Hospital Asso- 
and 20. 

The first session begins on Friday afternoon, October 
17, and will be feacured by a welcome address to the 
delegates by T. Semmes Walmsley, mayor of New 
Orleans. The president of the association, the Rev. 
Luther G. Reynolds, superintendent, Seattle General 
Hospital, Seattle, Wash., will respond to the address, 
after which a paper on “The Duty of the Hospital to 
the Intern, and the Intern to the Hospital” will be given 
by Dr. B. A. Wilkes, superintendent, Hollywood Hospital, 
Hollywood, Calif.; Dr. T. Restin Heath, superintendent, 
Bethany Methodist Hospital, Kansas City, Kan., will 
speak on “The Medical Staff in Relation to Interns.” 
Reports will be presented by Albert G. Hahn, business 
manager, Deaconess Hospital, Evansville, Ind.; Dr. G. W. 
Olson, superintendent, California Lutheran Hospital, Los 
Angeles, and J. B. Franklin, superintendent, Baptist 
Hospital, Atlanta, Ga. A round table session on “In- 
terns” will be conducted by Dr. J. H. Musser, professor 
of medicine, Tulane University Medical College, New 
Orleans. 

Three addresses will comprise the program of the sec- 
ond session on Friday evening: “The Perennial Program 
and the Association’s Objective,” Dr. Frank C. English, 
executive secretary of the association, Cincinnati; “Ten 
Years of the American Protestant Hospital Association,” 
Dr. Herman L. Fritschel, superintendent, Milwaukee 
Hospital, Milwaukee, and the president’s address, “The 
Spiritual Impact of the Modern Hospital.” 


Round Table Discussions a Feature 


The vice-president of the association, the Rev. A. O. 
Fonkalsrud, superintendent, Sioux Valley Hospital, 
Sioux Falls, S. D., will preside at the third session on 
Saturday morning. Betty Gray, record librarian, Knox- 
ville General Hospital, Knoxville, Tenn., and Southern 
field representative, Record Librarians’ Association, will 
speak on “Record Librarians.” A round table on “Case 
Records” will be led by Paul H. Fesler, superintendent, 
University of Minnesota Hospital, Minneapolis. “Prac- 
tical Economies in Hospital Administration” will be dis- 
cussed by E. E. King, superintendent, Missouri Baptist 
Hospital, St. Louis. John H. Olsen, business director, 
Richmond Memorial Hospital, Princess Bay, Staten 
Island, N. Y., will answer the question, “Where Would 
You Look for Applied Hospital Economy?” A round 
table on foods, dietetics, nursing and other problems will 
be conducted by George D. Sheats, superintendent, Bap- 
tist Memorial Hospital, Memphis, Tenn. The reading of 
various committee reports will conclude this session. Dr. 


Oypeny enmeg and department heads represent- 


J. H. Bauernfeind, superintendent, Evangelical Deaconess 
Hospital, Chicago, will give the treasurer’s report, and 
E. S. Gilmore, superintendent, Wesley Memorial Hospital, 
Chicago, the report of the finance committee. Mrs. Robert 
Jolly, Baptist Hospital, Houston, Texas, will report on 
nurses’ training and C. S. Pitcher, superintendent, Pres- 
byterian Hospital, Philadelphia, on the university train- 
ing of hospital executives. 

Saturday afternoon will be devoted to recreation and 
sightseeing, with the annual banquet following in the 
evening. President Reynolds will preside and E. S. Gil- 
more will perform the duties of toastmaster. Guests of 
honor at the banquet will include: Dr. Christopher G. 
Parnall, superintendent, Rochester General Hospital, 
Rochester, N. Y., and president, American Hospital As- 
sociation; Dr. Lewis A. Sexton, superintendent, Hartford 
Hospital, Hartford, Conn., and president-elect, American 
Hospital Association, and Dr. Alton Ochsner, New 


Orleans. 


Presbyterian Work to Be Discussed 


The principal address of the Sunday afternoon session 
will be given by Philip Vollmer, Jr., superintendent, Fair- 
view Park Hospital, Cleveland, on “The Functioning and 
Place of the Church Hospital in the Care of the Sick.” 

The Rev. Dr. H. Lester Smith, resident bishop, Chat- 
tanooga area, Methodist Episcopal Church, will deliver 
a sermon on Sunday evening on “The Length and Breadth 
and Depth of Our Interest.” At this meeting, the Pres- 
byterians and their hospital activities will be discussed. 

Addresses that will make up a large part of the pro- 
gram on Monday morning will include “Educational 
Interests in the Modern Hospital,” the Rev. J. A. Diek- 
mann, superintendent, Bethesda Hospital, Cincinnati; 
“The Increasing Cost of Medical and Hospital Care,” 
Dr. Willard C. Stoner, medical director, St. Luke’s Hos- 
pital, Cleveland, and “Trends in Schools of Nursing,” 
Mrs. Janet Fenimore Korngold, director, school of nurs- 
ing, Touro Infirmary, New Orleans. The activities of 
the public relations committee will be discussed by its 
chairman, Matthew O. Foley, editor, Hospital Manage- 
ment. Robert Jolly, superintendent, Baptist Hospital, 
Houston, Tex., will conduct a general round table, which 
will be followed by the election of officers and a business 
meeting. The report of the memorials’ committee will 
be presented by Dr. Charles S. Woods, superintendent, 
St. Luke’s Hospital, Cleveland. 

The regional district conference, beginning Monday 
noon, will conclude the four-day session of the associa- 
tion. The new president, Dr. B. A. Wilkes will preside, 
and all of the association officers and trustees are ex- 
pected to be present. Committee reports will be given, 
plans outlined for effective hospital operation and a Na- 
tional Hospital Day committee elected, after which the 
conference will be formally adjourned. 
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New Hospital for Port Huron, Michigan 


Two months ago 99.9% 
of the residents of Port 
Huron said: 


Bat — 


The Hospital Building 
Committee said: 


A Ward, Wells & Dresh- 


man representative met 
the Committee and said: 


‘“‘We will meet certain defeat if we 
try to raise a hospital building fund 
at this time.”’ 


“The time to raise money for a 
hospital is when it’s needed.”’ 


“$300,000 can be raised if leading 
citizens will cooperate.” 


The largest fund previously raised at any one time in Port Huron was about 


$50,000. 


Because of this the Committee selected with infinite care the firm to direct its 
$300,000 hospital fund appeal. A careful inquiry into the record of several 
organizations willing to undertake the direction of the campaign resulted in Ward, 
Wells & Dreshman being retained to manage the effort. 


Reporting at Port Huron on June 16 our On July 21—five weeks later 


campaign directing staff was given the full- 
est enthusiastic cooperation of leading 


citizens. 


—the campaign concluded 
with $342,319 raised 


This fund was procured at a total cost of less than 44% 


Let us consult with your Board. A conference costs you nothing— 
it may provide the solution to your financial problem. 








WARD. WELLS & DRESHMAN | 





475 FIFTH AVENUE NEW YORK, N. Y. 
of Money-Raising Campaigns. 


Directors 
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American Dietitians to Meet in 
Toronto, September 8 


The regular annual meeting of the American Dietetic 
Association will be held in Toronto, Canada, September 8- 
10. Business to be transacted by the association at this 
time will include the election of officers and the amending 
of the constitution. Finances, the journal of the associa- 
tion and the placement bureau are also to be subjects of 
discussion. 

At the first general session on Monday morning, Mame 
Porter, Toronto General Hospital, will preside. Those 
taking part in the program will include Dr. J. P. Gil- 
christ, Toronto, Dr. R. B. Gibson, associate professor of 
biochemistry, University of Iowa, and Dr. W. Campbell, 
department of internal medicine, University of Toronto 
Medical School. 

Claribel Hazlett, president, Ontario Dietetic Associa- 
tion, will preside at the reunion luncheons on the same 
day. A business meeting will be held early in the after- 
noon, after which the visiting dietitians will be enter- 
tained by the Ontario Dietetic Association. Section din- 
ner meetings will be held in the evening. Lenna Cooper, 
Montefiore Hospital, New York City, will preside at the 
administration section meeting. “Meat Purchasing” will 
be discussed by Adeline Wood, Mt. Sinai Hospital, New 
York City, “Standardized Tray Service,” by Helen Gilson, 
Philadelphia General Hospital, Philadelphia, and “The 
Tea Room,” by Kathleen Jaffs, Montreal. 

Clyde B. Schuman, American Red Cross, Washington, 
D. C., will be in charge of the social service section 
meeting. 


Session to Be Devoted to Diet Therapy 


Helen Anderson, Scripps Metabolic Clinic, LaJolla, 
Calif., will preside at the diet therapy section meeting. 
Papers will be given as follows: “The Relative Value of 
Food Standards,” Martha E. Davis, University of Chi- 
cago; “Recipes for Weighed Diets,” Mary M. Harrington, 
Harper Hospital, Detroit; “Dietary Case Histories—Their 
Uses,” Nelda Ross, University of Iowa; “Children’s 
Therapeutic Diets,” Edna Klumb, St. Mary’s Hospital, 
Rochester, Minn.; “The Value of a Current Literature 
File,” Elizabeth Hayward, Methodist Hospital, Los An- 
geles. 

The education section meeting will be in charge of 
Ruth Cooley, Jewish Hospital, St. Louis. 

Lenna Cooper will preside at the general session on 
Tuesday morning. Appearing on the program will be 
George Rector, Chicago, May Benedict, Mechanics Insti- 
tute, Rochester, N. Y., C. F. Decker, Toronto General 
Hospital, Emma Halloway, Pratt Institute, Brooklyn, 
N. Y., and Mabel H. Kittredge, New York City. 

An open forum luncheon will be held at noon with Mary 
DeGarmo Bryan, department of institutional manage- 
ment, Teachers College, Columbia University, New York 
City, in the chair. Those taking part in the discussions 
will include: Grace Thompson, Vassar Brothers Hospi- 
tal, Poughkeepsie, N. Y.; Lenna Cooper; Margaret 
Sawyer, New York City; Dr. Lillian Storms, Freemont, 
Mich. Those who will appear at the general session in 
the afternoon are: Helen Anderson; Dr. A. A. Fletcher, 
Toronto; Dr. T. G. Drake, Sick Children’s Hospital, 


Toronto; Dr. Katherine Blunt, Connecticut College for 
Women, New London, Conn. 

The association banquet will be held in the evening, 
with Anna E. Boller, president, American Dietetic As- 
sociation, as toastmistress. The address of the evening 
will be made by the Hon. William Renwick Riddell, Jus- 
tice, Court of Appeals, Toronto. 

Those who will take part in the Wednesday program 
will include: Ruth Cooley, presiding officer; Dr. H. S. 
Houghton, dean, University of Iowa Medical School; 
Anna W. Goodrich, dean, Yale School of Nursing, Yale 
University; Dr. Martha Koehne, professor of home eco- 
nomics, University of Tennessee; Clyde B. Schuman; 
Laura Comstock, Rochester, N. Y.; Esther Erickson, Mas- 
sachusetts State Board of Health, Boston. 

A motor trip through Toronto will occupy a portion of 
the afternoon, after which the delegates will be guests 
of Lady Eaton and the directors of the T. Eaton Company. 

A general session in the evening will bring the con- 
ference to an end. Miss Boller will preside, with ad- 
dresses by Dr. John R. Murlin, University of Rochester, 
Rochester, N. Y., and Dr. Arthur F. Payne, New York. 





Frank E. Chapman Heads University 
Hospitals, Cleveland 


Frank E. Chapman, superintendent, Mt. Sinai Hospital, 
Cleveland, for the last fifteen years, has resigned to 
become director of administration of the University Hos- 
pitals, Cleveland, a group which comprises Lakeside, 
Maternity, Babies’ and Hanna hospitals, Rainbow Hos- 
pital for Crippled Children, the out-patient department 
of the general hospital and an out-patient department 
for children. Mr. Chapman succeeds Dr. Karl H. Van 
Norman, resigned. 

Mr. Chapman is widely known in hospital circles. He 
holds and has held many offices in medical and hospital 
organizations. He is chairman of two standing com- 
mittees of the American Hospital Association, a member 
of a third committee of the same organization, a former 
president of the Ohio Hospital Association and president 
of the Cleveland Hospital Councils. Mr. Chapman is the 
author of a book, “Hospital Organization and Operation,” 
and is a member of the editorial board of THE MODERN 
HosPITAL. He planned the new Mt. Sinai Hospital. 

John R. Mannix, superintendent, Elyria Memorial Hos- 
pital, Elyria, Ohio, has been named assistant director of 
the University Hospitals. 





Dr. H. J. Corper Honored by 
Clinical Pathologists 


The Ward Burdick research gold medal presented an- 
nually by the American Society of Clinical Pathologists 
for the outstanding piece of research done by one of its 
Fellows, was awarded this year to Dr. H. J. Corper, Den- 
ver, Colo., for his work on isolating and culturing the 
tubercle bacillus. Doctor Corper was also made president- 
elect of the American Society of Clinical Pathologists at 
the recent convention held in Detroit. 
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Let this “approved” flooring for hospitals 
aid your task of hygiene 





View of corridor in Surgical Building, City Hospital, Akron, Ohio; Good & Wagner, Architects 


Goodyear Rubber Flooring has 
been approved by the Committee 
on Floors of the American Hos- 
pital Association. It serves as a 
worthy technical aid in modern 
hospital practice — silent, resili- 
ent, and handsome. 

It is innately sanitary. Neither 
dirt nor moisture penetrates the 
smooth surface—a mop and cold 
water are usually sufficient for 
spotless cleanliness. Rubber 
Flooring reduces the labor of 
maintaining hospital floors. It 


establishes a permanent and 
basic sanitation in wards, halls, 
offices, and laboratories. 

Rubber Flooring is extremely 
attractive. It brightens up old 
buildings.The colors gothe whole 
depth of the material and will 
not fade with age. This permits 
progressive alterations, for you 
can be certain first to last of an 
identical match. Rubber Floor- 
ing is scarless and stainless—as 
cheerful in appearance as it is 
able in service. 


THE GREATEST NAME IN 


Goodyear Ray Rubber is a new 
Goodyear product for lining 
X-Ray rooms. It contains a homo- 
geneous lead compound and has 
the resisting power of 4” lead 
sheeting. Available in many 
colors — now X-Ray rooms can 
be as pleasing to staff and pa- 
tients as other hospital rooms. 
Write for attractive booklet 
descriptive of this efficient floor- 
ing for hospitals — Goodyear, 
Akron, Ohio, or Los Angeles, 


California. 


RUBBER 





RUBBER FLOORING 
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Hospital Social Workers Complete 
Plans for New Orleans Meeting 


Those interested in medical social work will have an 
unusual opportunity to hear the subject presented and to 
participate in the discussion at the meeting of the Ameri- 
can Hospital Association in New Orleans, October 20 to 
24. The entire program of the American Hospital Asso- 
ciation promises to be of especial interest this year to 
those engaged in the practice of social work. 

The social service section will have on its program 
the following papers: “Present Trends in Medical Social 
Work,” Edith M. Baker, president, American Association 
of Hospital Social Workers and director of social service, 
Washington University and Allied Hospitals, St. Louis; 





Edith M. Baker, president of the association. 


“Social Factors in Hospital and Out-Patient Admissions,” 
Elizabeth Wisner, Tulane University, New Orleans; “The 
Medical Social Worker in a Municipal Hospital,” Pauline 
Parr, director of social work, Louisville City Hospital, 
Louisville, Ky. These papers will be discussed by quali- 
fied speakers and there will be general discussion. 

Medical social workers will meet jointly with the out- 
patient section and with the tuberculosis section to discuss 
particular aspects of the participation of the social 
worker in the care of the patient. 

Two round table discussions are planned especially for 
medical social workers to consider the following subjects: 
“The Division of Responsibility Between Medical Social 
Workers and Other Community Agencies,” a question that 


received a great deal of comment at the recent Boston 
meeting and one in which social agencies all over the coun- 
try are vitally interested; “The Development of Commun- 
ity Resources for Effective Social Treatment.” Social 
workers in medical organizations have unusual opportuni- 
ties to study the needs of persons whose ill health creates 
the first social problem. The participation in the develop- 
ment of the public and private organizations to meet their 
social needs is one of the important obligations of the 
medical social worker. 

An exhibit of the function and practice of medical 
social work will be found in the general exhibit hall. 
Organization charts, posters and special studies will be 
shown. A table exhibit of social service department 
policy books, case studies and record forms will also be 
on display. Members of the executive committee of 
the American Association of Hospital Social Workers 
will be in the exhibit booth to discuss the material on 
exhibit and questions relating to the organization and 
practice of social work in medical institutions. 

Hotel reservations should be made early. The Monte- 
leone is suggested for medical social workers. The Hotel 
Roosevelt will be the headquarters for the American 
Hospital Association. It is hoped that the medical social 
workers especially in the South and Southwest will plan 
to attend the meeting. 





St. Mark’s, New York City, Closes 
Its Doors 


St. Mark’s Hospital, New York City, closed its doors 
and discontinued its service on July 30, according to news 
releases. Lack of funds due to the decrease in voluntary 
contributions, the absence of endowment and changes in 
the character of the area which have resulted in fewer 
paying and more free patients are believed to have 
caused the financial collapse of the institution. 

A drive for funds recently met with little success and 
it became necessary to close the free wards, including 
the new ward for free treatment, built for 120 beds at a 
cost of $100,000. The new nurses’ home, built at a cost 
of $750,000, will not be opened in September as planned, 
and the class of fifty nurses which was planning to 
enter training at St. Mark’s cannot be accepted. 

St. Mark’s has a record of more than thirty years of 
service in New York City. It was pointed out recently 
that it was the only hospital in the city where a man of 
moderate means could have the services of his family 
physician, the only open hospital in the city where a 
doctor might enter his patient and care for him 
personally. 

St. Mark’s recently announced a “private group” plan, 
with two, three or at most four patients in a room, and 
with charges midway between ward and private room 
rates. Physicians treating patients in these rooms had 
agreed to charge not more than $100 for the complete 
medical and surgical care of any case. 

The hospital property is estimated to be worth 
$2,000,000, with equipment and land. The hospital ac- 
commodates 250 patients, employs forty doctors on the 
regular staff and has a list of “courtesy” physicians of 
400 or more. 
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_..when convalescents demur 
at the monotony of milk... 


Cocomalt not only renders it 
more palatable, but increases 


food value over 70% 


OCOMALT is a balanced com- more protein, 567% more mineral 
bination of milk protein, milk salts, 188% more carbohydrates 
minerals, cocoa, sugar, malt and — but only 12% more fat. The 


eggs—designed to be added to fact that the fat content is in- 
milk, hot or cold. So mixed, the creased by only 12% is significant 
result is a delicious, chocolate in that it indicates that Cocomalt, 


flavor food drink—high in nu- while tending to build bone and 

tritive value and extremely pal- muscle and supply energy, im- 

atable to convalescents, children poses no digestive burden. 

and invalids who find a plain Laboratory tests show that 

milk regimen irksome and difh- Cocomalt contains Vitamin A 

cult to adhere to. and also Vitamin B complex. 
High caloric value Moreover, it contains Vitamin 


When made as directed, Cocomalt D in sufficient quantity to make 
increases the caloric value of a a definite contribution to the 
glass of milk 72%—adding 46% —_anti-rachitic potency of the diet. 








INCREASE 


Chart shows the vital food wo% 
elements Cocomalt adds 
INCREASE ; r2% 


to milk 
i : | 
MILK MILK) | PLA MILK 
No 


FAT | PROTEIN] "Steet 


INCREASE 












































Cocomalt is made under modern, sanitary 
conditions— packed in air-tight tin con- 
tainers. Sold at grocery and drug stores 
at 30c the % lb., 50c the lb. and in the 
economical 5 pound family size. 

FREE to Physicians 
Let us send you, without cost, a full-size 
can of Cocomalt. Simply fill out and mail 
the coupon below. 





R. B. DAVIS CO. 
Dept. 169, Hoboken, N. J. 


Please send me, without charge, a half pound can 
of Cocomalt. 
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Margaret Rogers Resigns 


Margaret Rogers, for six years superintendent of St. 
Luke’s Hospital, St. Paul, Minn., has resigned from the 
superintendency of the hospital and has gone to Europe 
to visit her sister. Her stay abroad will be indefinite. 

Miss Rogers has a distinguished record of accomplish- 
ment in the field of hospital administration. Her un- 
usual ability and progressive spirit have been demon- 





strated not only at St. Luke’s but at other large hospital 
plants that she has directed, including the Jewish Hospi- 
tal, St. Louis, and the Lafayette Home Hospital, LaFay- 
ette, Ind., where she did pioneer work in the development 
of the hospital. Her interests, however, extended far be- 
yond the particular hospital of which she was the execu- 
tive. Perhaps she has rendered her most direct and 
significant contribution to the hospital field by her activ- 
ities as chairman, since its organization in 1923, of the 
American Hospital Association’s committee on simplifica- 
tion and standardization of hospital equipment and sup- 
plies. Her work in this connection has been of national 
scope and of signal importance from an economic stand- 
point. It was carried on with the cordial cooperation of 
the bureau of standards of the U. S. Department of 
Commerce. 

In 1926 Miss Rogers’ practical contribution to the hos- 
pital field was recognized by her election to the board of 
trustees of the American Hospital Association, on which 
she served for three years. 


Memory of Dr. Henry M. Hurd 
to Be Honored 


Dr. Henry M. Hurd, the first medical superintendent 
of Johns Hopkins Hospital, Baltimore, is to be honored 
by a memorial tablet in one of the buildings of the hos- 
pital group, if plans now afoot are carried through. The 
bronze tablet will bear a bas-relief portrait of Doctor 
Hurd and a suitable inscription recording his connection 
with the hospital. It is also proposed to place in Osler 
Hall in the medical and chirurgical faculty building in 
Baltimore an oil portrait of Doctor Hurd. 

Doctor Hurd was one of the best known members of 
the American Psychiatric Association, serving as sec- 
retary of the association after its reorganization in 1892, 
and becoming its president in 1897. He was editor of 
the American Journal of Psychiatry from 1897 to 1904, 
and also an original member of the editorial board of 
THE MODERN HOSPITAL. 

It is the wish of the committee in charge of raising 
the funds for the memorial to give the many persons 
who knew Doctor Hurd a chance to contribute to it. 





Coming Meetings 


American Association of Hospital Social Workers. 
President, Edith M. Baker, Washington University Dis- 
pensary and Allied Hospitals, St. Louis. 
Executive secretary, Helen Beckley, St. Christopher’s Hos- 
pital, Philadelphia. 
Next meeting, New Orleans, October 20-24. 
American College of Surgeons. 
President, Major General Merritte W. Ireland, Surgeon 
General, U. S. Army, Washington, D. C. 
Director general, Dr. Franklin H. Martin, 40 East Erie 
Street, Chicago. 
Next meeting, Philadelphia, October 13-17. 
American Dietetic Association. 
President, Anna E. Boller, Riverside, Ill. 
Business manager, Dorothy Lenfest, 25 East Washington 
Street, Chicago. 
Next meeting, Toronto, September 8-10. 
American Hospital Association. 
President, Dr. Christopher G. Parnall, Rochester General 
Hospital, Rochester, N. Y. 
Executive secretary, Dr. Bert W. Caldwell, 18 East Divi- 
sion Street, Chicago. 
Next meeting, New Orleans, October 20-24. 
American Occupational Therapy Association. 
President, T. B. Kidner, 175 Fifth Avenue, New York City. 
Secretary-treasurer, Mrs. Eleanor Clarke Slagle, 175 Fifth 
Avenue, New York City. 
Next meeting, New Orleans, October 20-24. 
American Protestant Hospital Association. 
President, Luther G. Reynolds, Seattle General Hospital, 
Seattle, Wash. 
Executive secretary, Dr. Frank C. English, Hyde Park, 
Station O., Cincinnati. 
Next meeting, New Orleans, October 17-20. 
Association of Record Librarians of North America. 
President, Mrs. Jessie Harned, Chicago. 
Corresponding secretary, Ruth T. Church, Boston City 
Hospital, Boston. 
Next meeting, Philadelphia, October 13-18. 
Catholic Hospital Association. 
President, Rev. Alphonse M. Schwitalla, S.J., dean, Med- 
ical School, St. Louis University, St. Louis. 
Executive secretary, M. R. Kneifl, 1327 South Grand Boul- 
evard, St. Louis. 
Next meeting, Washington, D. C., September 2-5. 
Children’s Hospital Association of America. 
President, Dr. Howard Childs Carpenter, 1805 Spruce 
Street, Philadelphia. 
Secretary-treasurer, Bena M. Henderson, Milwaukee Chil- 
dren’s Hospital, Milwaukee. 
Next meeting, New Orleans, October 20-24. 
Ontario Hospital Association. 
President, R. H. Cameron, 62 Wells Hill, Toronto. 
Secretary-treasurer, Dr. F. W. Routley, Medical Arts 
Building, Toronto. 
Next meeting, Toronto, October 1-3. 
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Billings Memorial Hospital, Chicago. Coolidge & Hodgdon, Architects. 





Scientific Noise Abatement 
for Modern Hospitals 


CIENCE now comes to the aid of 
hospital officials in their efforts to 
abate noise! It is now possible to in- 
stall materials on the ceilings of corri- 
dors, private rooms, wards and diet 
kitchens which will absorb the dis- 
tracting noises caused by footsteps, 
talking, telephones, radios, creaking 
diet carts and elevators. 


Acoustone, the USG Acoustical Tile, 
may be easily and quickly installed. 


It absorbs and dissipates yy g™ 
the sound waves which \_/»% » 
a ——— 


strike it. The noise and 
reverberation caused by 
the many reflections of 
sound from ordinary walls 
and ceilings are almost 
wholly prevented by 
applying Acoustone. 

Many leading hospitals 
are installing Acoustone 
not only because of its ex- 


ceptional sound absorbing efficiency, but 





hh 


> 
oS 
Rel 2 
ofS 
ae. 
a 
Ss 


2 
a 
ay 
é 
s 
x 
5S 


The many designs, patterns and color 
combinations which may be obtained 
with Acoustone make its use highly 
desirable in connection with any type 
ef masonry, as well as other interiors, 


may be secured with it. A 
United States Gypsum Com- 
pany expert will gladly make 
an analysis of the noise con- 
ditions at your institution 
and submit his recommen- 
dations for their abatement 
—either by using Acoustone 
or the USG System of Sound 
Insulation. This service in- 


volves no obligation. Please address the 


also because it is a sanitary material and United States Gypsum Company, Dept. 


because of the attractive designs which 


42N, 300 W. Adams St., Chicago. 
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Personals 








Dr. WILLIAM A. Crooks has been named medical su- 
pervisor, Michigan Farm Colony for Epileptics, Wahja- 
mega, succeeding Dr. Ropert L. DIxoN, who was trans- 
ferred to the Michigan Home and Training School, 
Lapeer. 


ELIZABETH WOOLSEN is the new superintendent of the 
Shelby County Wilson Memorial Hospital, Sidney, Ohio. 


MAUD VARNADO, who has been connected with the South 
Mississippi Infirmary, Hattiesburg, Miss., for the last 
twenty years has been named head of the Laurel General 
Hospital, Laurel, Miss., succeeding Dr. RoLANp H. 
CRANFORD. Doctor CRANFORD will assume charge of the 
South Mississippi Charity Hospital. 


Dr. S. L. HUTCHINSON, assistant superintendent, 
Natchez Charity Hospital, Natchez, Miss., has resigned 
to engage in private practice. Dr. G. H. BUTLER, 
McComb, Miss., succeeds Doctor HUTCHINSON. 


HELEN L. WILBUR, R.N., was recently appointed super- 
intendent of Jay County Hospital, Portland, Ind. 


THE Most Rev. SEBASTIAN G. MESSMER, Archbishop of 
Milwaukee, honorary president of the Catholic Hospital 
Association, died recently in Switzerland at the age of 
eighty-three years. 


LovuIsE DICKSON, superintendent, Shriners’ Hospital for 
Crippled Children, Montreal, since its opening, died 
recently. 


THE Rev. KARL Rest, superintendent, Evangelical 
Deaconess Hospital, Marshalltown, Iowa, died recently 
Mr. REST was active in hospita! circles, and was one of 
the vice-presidents of the Iowa Hospital Association. 


EMILY GREGOIRE, Manchester, N. H., has been appointed 
superintendent of the Louis Pasteur Hospital, Worcester, 
Mass., succeeding MAry A. WISSELL, who has served as 
temporary superintendent for the last year. 


Mary A. SmitTH, Philadelphia, has been chosen to 
superintend the new county hospital, Henry County, Ind. 


Dr. JAMES L. SMITH, of the staff of the Illinois Masonic 
Hospital, has been appointed superintendent of the 
Illinois Eye, Ear and Throat Hospital, Chicago, succeed- 
ing Dr. LEo STINER. 


Dr. RayMonp F. C. Kies, Beacon, N. Y., after serving 
three years and a half as state commissioner of correc- 
tion for New York has returned to his former post as 
superintendent of the Matteawan State Hospital for the 
Criminal Insane. 


Dr. WILLIAM M. STOCKWELL, superintendent, Cedar- 
crest Sanatorium, Hartford, Conn., was elected president 
of the Connecticut Society of Executives at a recent 


meeting. 


SISTER ALCANTARA is the new superior at St. Anthony’s 
Hospital, Terre Haute, Ind. Before going to Terre 
Haute, Sister ALCANTARA was connected with St. Mary’s 
Hospital, Gallup, N. M., as x-ray technician. 


Dr. W. P. BROWN has been chosen medical superin- 
tendent, Pawling Sanitarium, Pawling, N. Y. Doctor 
Brown began his duties on September 1. He succeeds 
Dr. H. V. DANFoRD, who has served as acting superin- 
tendent since the resignation of Dr. FRANK L. S. 
REYNOLDS. 


Dr. E>pwIN LEwis HARMON has been appointed assistant 
director, Lakeside Hospital, Cleveland, succeeding Dr. 
C. D. Frost. Doctor HARMON has served as surgical 
intern and assistant resident in surgery at Lakeside 
since 1927. 


Dr. R. S. BoyKIN, superintendent, State Charity Hos- 
pital, Jackson, Miss., has resigned and will be succeeded 
by Dr. WILLIS WALLEY, a former superintendent of the 
hospital. 


FRIEDA FISCHER is the new superintendent of Lakeside 
Hospital, Kendallville, Ind. 


R. A. RypEN has recently been appointed superintend- 
ent of the Evangelical Lutheran Hospital, Cleveland. 
Prior to his appointment in Cleveland, Mr. RYDEN was 
business manager, Lutheran Deaconess Hospital, Minne- 
apolis. 


BEssiE A. Bupp, R.N., has been named superintendent 
of the new Hebrew Maternity Hospital, Brooklyn. 


Dr. RALPH E. PorTER is the new medical officer in 
charge of the United States Marine Hospital, Pittsburgh. 
DoctorR PORTER was formerly surgeon at the United 
States Marine Hospital, Baltimore. 


H. LENORE BRADLEY, superintendent of nurses, Mt. 
Sinai Hospital, Milwaukee, since 1925, has resigned to 
enter Columbia University, New York City, for further 
study in nursing. She has been succeeded by BLANCHE 
GRAVES, for the last three years supervisor, Meyer House, 
Michael Reese Hospital, Chicago. 


ELEANOR A. RAMBO, R.N., is the new superintendent 
of Southeast Kansas Hospital, Coffeyville, Kan. Muss 
RAMBO was formerly connected with Oklahoma Hospital, 
Tulsa, Okla., as surgical supervisor and assistant super- 
intendent. 


G. W. CurRTIs, superintendent Santa Barabara Cottage 
Hospital, Santa Barbara, Calif., has resigned from the 
superintendency of that institution, his resignation to 
take effect January 1, 1931. 


Dr. WALTER A. GERMAN has been appointed to succeed 
Dr. GEORGE C. LEE, resigned, as superintendent of the 
Kansas City Tuberculosis Hospital, Leeds, Mo. Docror 
GERMAN was formerly in charge of the tuberculosis sec- 
tion of the veterans’ bureau in Kansas City. 


Howarp C. HopcGe, formerly superintendent, Kentucky 
Baptist Hospital, Louisville, Ky., has been named super- 
intendent, Decatur and Macon County Hospital, Decatur, 
Ill. 


ALICE FITZGERALD has been appointed director of nurs- 
ing, Polyclinic Hospital, New York City. Miss FITZGERALD 
has had wide administrative experience both here and 
abroad, having helped to organize schools of nursing in 
Serbia, Czecho-Slovakia and Poland. 
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OF GREASE | OF GREASE REMOVED. 


AT A FAnmesnert |W 
t Booth 12, during 


the convention of the American Hospital Association in New 








Orleans, the complete line of Josam-Marsh Grease, Plaster, Hair and 
Sediment Interceptors will be exhibited. Convineing tests of the 
Josam-Marsh Grease Interceptors will be made daily. The popular 
line of Josam Double Drainage Drains for floors, roofs, urinals 
showers and garages will be shown. Other practical sanitary 
produets such as the Josam Adjustable Closet Outlet Connection, 
Instant Water Heaters, Vent Stack Sleeves and Back Water Sewer 
Valves will await your inspection. « Catalog “GG”. 72 pages full 
of detailed information on practical sanitary products awaits 


you at the Josam Booth or will be mailed to you upon request. 


JOSAM MANUFACTURING CO. « 4914 Euclid Bidg. « Cleveland, Ohio 


Catalog G shows the complete Josam line: 
Josam Drains for Floors, ‘2, Showers, 
Urinals, Garages and Hospitals; Josam Smim. 
ming Pool Equipment; Josam-Marsh Grease, 
Plaster, and Surgical, Sediment and 
Hair Interceptors; Josam-Graver Floor-Fed, 
Gas-Fired Garbage and Rubbish Incinerators; 
Josam Open Seat Back Water Sewer Valves; 
Josam = Seat Swing Check Valves; Josam 
a Closet Outlet Connections and 
nds, Water and Gas-Tight. 


FACTORY: MICHIGAN CITY, INDIANA 
Branches in all Principal Cities 


JOSAM PRODUCTS 
ARE SOLD BY ALL PLUMBING AND 
HEATING SUPPLY JOBBERS. 























There are no substitutes for - - - Standard of America 
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The Obstetrician’s Responsibility in 
Identifying the Newly Born 


By B. BELLE LITTLE, M.D. 


Manhattan, Kan. 


papers accounts of confusion in hospitals in 

identifying newly born babies. Discussion 
anew is created among obstetricians, and articles 
appear in professional journals relating to meth- 
ods for the prevention of these serious errors. 
Various means of marking for identification are 
presented, with arguments for and against their 
security, and accepted suggestions are carried 
out in every hospital of standing in which ob- 
stetrical cases are received. Active discussion 


F ROM time to time there appear in our daily 


upon the subject subsides until a recurrence is 


reported. 

Newspaper reporters make the most of such 
delectable material, and with reason, for the mis- 
take is of the gravest import in obstetrical prac- 
tice. Recently in one of our large American 
cities, after such an accident, reports were cur- 
rent that the matter of such occurrences in hos- 
pitals was to be investigated by a commission of 
women, not officially appointed, and measures 
were to be taken to bring such accidents to an 
end. It was suggested that laws be passed to 
prevent recurrences. An editorial in one of our 
great city papers comments upon this phase of 
the subject, saying that laws may be passed but 
that nurses will still make such mistakes regard- 
less of law. Whenever the matter is commented 
upon, one fact stands out above others—that the 
nurse is at fault and that the nurse is responsible 
for the confusion in identity because she failed 
to mark the baby according to the hospital 
routine. 

As an obstetrician of twenty years’ experience 
in hospital practice, I would like to present my 
thoughts and my method for preventing confu- 
sion in identifying the newly born. 


Reducing the Chances for Error 


Years ago I considered it my personal duty to 
share with the nurse the responsibility of this 
most important matter. In all reason I believe 
the obstetrician is in part responsible. The im- 
portance of the matter is strongly impressed upon 
the accoucheur year after year. Every two and 


a half or three years the personnel in the hospital 


training school changes. Mistakes are much 
more likely to occur as the older classes in the 
schools of nursing are replaced by the younger 
classes. For this reason I have considered it 
exceedingly necessary that I, as an obstetrician, 
should feel a personal responsibility in prevent- 
ing these deplorable errors. I am responsible 
first to my patrons, second to the hospital which 
has placed me on its staff, and third for the pro- 
tection of the young women in the training school 
whose experience in the professional world is so 
limited. Every physician upon a hospital staff 
knows, if he is sufficiently interested to stop and 
think, that hospitals are dependent, not upon a 
trained school of nursing but upon a training 
school of nursing. The organization of the work 
under our skilled superintendents of schools of 
nursing, and their staffs or graduate assistants 
impresses me as being a great and difficult task. 
It is, in my opinion, incumbent upon all the mem- 
bers of the medical staff to simplify the oppor- 
tunities for error, when it is plainly a matter of 
where responsibility should be shared. 


A Method That Has Proved Efficient 


The technique of marking the newly born, as 
I practice it, is simple, and may be carried out 
without contamination of the sterile field. We 
use the old method of placing a strip of adhesive 
plaster across the baby’s back. 

After the birth of the baby I say aloud, for 
example, “Baby boy Brown” or “Baby girl 
Brown.” The unsterile nurse repeats aloud, 
“Baby boy Brown” or “Baby girl Brown” as the 
case may be, as she writes the three words upon 
the tape, adding the date of birth and the name 
of the obstetrician. After ligation of the cord, 
and the routine attention to the eyes of the baby, 
the sterile receiving blanket is spread upon the 
sterile sheet that covers the delivery bed; I place 
the baby upon it, and with a gauze square wipe 
dry and free from vernix caseosa, if present, an 
area on its back. The unsterile nurse, without 
breaking technique, places the adhesive label on 
the cleansed area. The receiving blanket is then 
thrown over the baby and it is removed from the 
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Leading Hospitals 


agree with the 


MASTER BEDDING MAKERS 
of AMERICA 


that no other Mattress is as Ideal for Hospital 


use as Spring-Air 


Detroit Tuberculosis San- 
atorium, Detroit, Mich. 
Wasper Hospital, Detroit, 


Battle Creek Sanatarium, 
Hospital Dept., Battle 
Creek, Mich. 

Evanston Hospital, Evans- 


ton, 

Poesigteden Hospital, Chi- 
cago, Ill. 

= Hospital, Cincinnati, 

St. Luke’s Hospital, Cleve- 
land, io 

St. - Mary's Hospital, Knox- 


United Hospital, Port 
Chester, N. Y. 

Prospect yeeignts Hospital, 
Brookl 

Coaldale “State Hospital, 
Coaldale, 

8t. Elizabeth's Hospital, 
Dayton 

os a Chicago, 


Elizabeth Steele Magee 
Hospital, Pittsburgh, Pa. 
Suburban Hospital, 


. Sparrow Hos- 
pital, Lansing, Mich. 
Hackley Hospital, Muske- 
m, Michigan. 
Alle ~ et ~~" Hospi- 
Pittsburgh, P 
St. Margaret’s Hospital, 
Pittsburgh, Pa. 
Robert Packer Hospital, 
Sayre, Pa. 
Hurley Hospital, Flint, 


a my a pqeptnal, Grand 
™ hristop hers, for A ae 
en, fa elp a. 

Bt. ay 23 a ital, Chip 


New Borgess Hospital, 
Kalamazoo, Mich. 

St. Elizabeth’s Hospital, 
Youngstown, O. 

Wilkes Barre Hospital, 
Wilkes Barre, Pa. 

Elizabeth Horton Memorial 
7 ital, Middletown, 


~ ‘Joseph’s Hospital, 
Orange, California 
a ~ ? Tokyo. Japan. 
~~ ‘o kyo» joven. 
General Hospital, 
ter, N. 
Western | Hospital, Toronto, 


valey Hospital, Sewickley, 


a. 
Providence Hospital, De 
Jone 'R. —— ™ 

John roctor Hospital, 
Peoria, Iil. 

Holmes Memorial Hospi- 
tal, Cincinnati, O. 

St. Mary's Hospital, De- 
troit, 

Coren Diseme Hospital, 


ester, : A 

The Michael Reese Hospi- 
ba ~ Chicago, Ii 

Woman’s Hospital, Detroit, 
Mich, 


Passavant | Yoepta, Pitts- 
Jewiat Hospital, Cincinaati, 
Barnes Hospital, St. Louis, 


st Vincent’s Hospital, 
Toledo, O. 


These, and hundreds of other hospitals, have pur- 
chased S; Spring-Air,—all on the basis of tts being 
the most comfortable, sanitary, convenient over? 
economical mattress ever developed for hospi- 
tal use. Now made exclusively, under Karr pat- 
ents, by the foremost masters of the bedding craft. 


MASTER BEDDING MAKERS OF AMERICA 


Your present mattresses can be con- 

veniently and peerpeneey converted 

Into modern Spring At Write to 
0 


Charles Karr Co 


iland, Michigan. 
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A Necessity 
in Every Kitchen 


= Safest to 








You need a ‘‘BUFFALO” 


DECAUSE it will cut down kitchen over- 

head by saving a tremendous amount 
of food; by practically eliminating waste; 
by doing work ordinarily requiring the 
time and labor of three people. 





Because it will produce the tastiest foods; 
hamburg steak, cutlets, croquettes, salads, 
dressings; chopped vegetables for soups, 
bread crumbs, etc. It cuts food to any de- 
gree of fineness without mashing. 


Latest improved models are the last word 
in safety, speed and economical operation. 
Four sizes—6 models—to suit every kit- 
chen, from the largest to the smallest. 


JOHN E. SMITH’S SONS CO. 
50 Broadway Buffalo, N. Y. 


“BUFFALO” 


MEAT AND FOOD 
CHOPPER 


“Buffalo”’ Bread Slicer 


Cuts 175 to 200 uniform slices per 
minute saving 5 to 6 slices on every loaf 
over hand slicing. 








Saves enough 
bread in the aver- 
age kitchen to pay 
for itself in four 
months’ time! 
Hand or motor op- 
erated, two sizes. 
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delivery bed in the usual way. This much I con- 
sider the duty of every obstetrician: speaking 
aloud the name and sex of the baby, requiring 
the nurse to repeat it as she writes it upon the 
tape, and as the tape is placed on the back of the 
infant, seeing for himself that the name, the sex, 
the date of birth and the name of the obstetrician 
are correct. Objection to this method cannot be 
raised from the standpoint of the time consumed. 
It takes but a fraction of the time consumed in 
waiting for the separation of the placenta. A 
surgeon knows before closing an abdominal 
wound that the sponge count is correct. If it is 
not, he waits until it is found to be correct. 
Surely the obstetrician who officiates at birth has 
a responsibility in knowing that the identity of 
the baby is secure before it leaves the delivery 
room. 

It may be argued that this method does not 
eliminate the possibility of confusion of identity 
if the tape subsequently separates from the back 
of the infant. Any one conversant with the his- 
tory of such cases knows that these mistakes 
occur generally, not from the accidental removal 
of the tape, but from the wrong name’s having 
originally been placed on the baby, ~whatever 
the method of marking used in the particular 
hospital. 

If the obstetrician will follow the method I 
have outlined and which I have found exceedingly 
efficient in twenty years of practice, he will not 
only eliminate almost.certainly any opportunity 
for error, but he will repeatedly impress upon 
every nurse in the delivery room the importance 
of exceptional care in maintaining the identity of 
the newly born. 





More Persons Seeking Yearly 
Physical Examination 


Physicians in many cities say they are receiving an 
increasing number of visits from business and profes- 
sional men of all ages for the purpose of annual physical 
examinations, according to a statement issued on behalf of 
the Public Health Service. This indicates an awakening 
of the public mind to the need for care and conservation 
of the human body, it was stated. 

The average life expectancy has greatly increased dur- 
ing the last twenty-five years, it was said, due largely to 
the recognition of the necessity for care of infants and 
children, and it is quite likely there may be still further 
increases as the necessity for the prevention of diseases 
of middle life is realized. 

“Great advances in medical science have been made in 
recent years,” the statement said. “Few laymen realize 
that the up-to-date physician is able to detect many in- 
cipient conditions which will cause severe injury to the 
human body if allowed to continue. The observing medical 
man is frequently having brought to his attention a group 
of conditions which seem to be made more apparent by 
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the stress of modern life. These may be described as the 
diseases of middle life. The most prominent of these 
conditions are diabetes, Bright’s disease, organic heart 
lesions, hardening of the arteries (arteriosclerosis), late 
manifestations of certain specific infections, cancer and 
nervous and mental disorders.” 





A Hospital Manned by Prison 


Inmates 


A hospital that will be manned almost entirely by 
prison inmates is that now being installed in the Michigan 
State Prison, Jackson, Mich. It is directly above the 
rotunda, accessible by elevator from the main floor. The 
hospital has accommodations for 202 patients and the 
entire unit can be isolated from the rest of the institution 
it serves. 

The inmates do all the work of nursing, examinations 
of incoming patients, first aid and regular daily sick call 
attention. Every morning each individual inmate may 
see the doctor. Every case is considered separately and 
the doctor prescribes treatment which his inmate as- 
sistants carry out. 

Dr. J. W. Speck is the executive in charge. 





Provident Hospital—A Bond of 
Interracial Amity 


That the success of the financial campaign to carry 
out plans for the Greater Provident Hospital, Chicago, 
more than succeeded the expectations of those in charge 
is shown in the report of the president, Alexander L. 
Jackson, to the board of trustees. The plans included 
negotiating an affiliation with the University of Chicago 
and arranging for the purchasing of the Lying-In Hos- 
pital. The public was asked to contribute $3,000,000, 
but subscriptions and pledges to date show a total of 
$3,268,133.18. 

“The campaign itself was a great event,” says the 
report. “Not only because of the money that was raised 
at an unseasonable time, but notably because of the en- 
thusiasm and the friendship that were developed through- 
out the city and nation for the Provident Hospital cause 
among both races. Never in the history of Chicago has 
any event taken place that has meant so much toward 
the cementing of friendship and the increase of under- 
standing and sympathy in the field of interracial ac- 
tivity as this campaign. 

“Another outstanding event in the year’s work was 
the opening of the Children’s Clinic, which was spon- 
sored by the Julius Rosenwald Fund, and which has, 
despite a late start, already been much overtaxed and 
has treated a total of 477 patients, with a present daily 
average of more than fifty patients. 

“We may look forward with confidence toward the ‘new 
day,’ although there are many problems still ahead of 
us in working out the details of this teaching institu- 
tion we have begun to develop. In providing professional 
lay leadership, we must keep in mind that upon us rests 
the obligation of recruiting and training the highest type 
of leadership from within the racial group Provident 
Hospital is designed to serve.” 

Admiral Norman J. Blackwood is medical director and 
superintendent of the hospital. 
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Apricot Mousse (Libby), a readily digestible dessert 


Light — delicate Res appetite - inspiring 


ERE’S the dish for your most 

particular patients— whose 
eating, to you, is a special problem 
in pampering. Apricot Mousse, a 
dessert for the children’s ward. 

Colorful, cheery to look at—easy, 
economical to prepare — Apricot 
Mousse (Libby) is sunshine for 
the trays of your young patients. 
Let them try its light fluff, taste its 
tart, inviting apricot flavor. And 
you will see how popular this des- 
sert can be! 

Libby’s Dried Apricots, like 
Libby’s Dried Prunes—grown in 
the Santa Clara Valley of Cali- 
fornia—are always consistent in 


“Foods 
RH ~~" 


meaty firmness and full flavor. 
They possess the full nutritive 
value that places them on menus 
for children, on convalescent and 
high caloric diets as well. 


Dehydrated,sterilizedandpacked 
by experts, Libby’s Dried Apricots 
and Prunes—like all of Libby’s 
100 Foods—adhere to the famous 
Libby standard of perfectly uni- 
form pack and quality that you 
can rely on. 

Your jobber will supply you at 
once. 


Libby, MSNeill & Libby 
Dept. N-26, Welfare Bidg., Chicago 
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Apricot Mousse (Libby) 
Soak Libby’s Dried Apricots. 
Sweeten. Cook until very soft. 
Force through sieve. Beat egg 
whites to foam. Add apricot purée 
and beat thoroughly. Add small 
quantity whipped cream and salt 
and continue beating. Chill. 


Swedish Prune Dessert 
for high caloric diets 


Soak Libby’s Dried Prunes over 
night. Steam until soft in small 
amount of water. Add raspberry 
syrup to cover and continue cook- 
ing. Thicken with cornstarch. Add 
wine flavoring (non-alcoholic) and 
mix well, Chill thoroughly. Serve 
with sweetened whipped cream. 


These Libby Foods of finest favor are now packed in 
regular and special sizes for institutions: 


Hawaiian Pineapple 
California Asparagus Syrup 
California Fruits Strawberries 
Spinach, Kraut Loganberries 
—y Jellies Red Raspberries 

ork and Beans Tomato Purée 
Beets Corn 


Santa Clara Prunes in 


Tomato Juice Catchup 
Olives Chili Sauce 
Pickles Salmon 


Evaporated Milk 
Bouillon Cubes Mince Meat 
Beef Extract Boneless Chicken 
Peas Stringless Beans 


Mustard 
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HOSPITAL EQUIPMENT AND OPERATION 


With Special Reference to Laundry, Kitchen and 
Housekeeping Problems 


Conducted by C. W. Muncer, M.D., Director, 
Grasslands Hospital, Valhalla, N. Y. 























How Cost of Fire Protection Has 
Been Lowered by New Rulings 


By VINCENT R. BLISS 
Chicago 


of automatic sprinkler installations in hospitals has 

been made possible by the action taken at the an- 
nual meeting of the National Fire Protection Association. 
At this meeting, a Class B standard of automatic 
sprinkler equipments was created for use in hospitals, 
schools, hotels, office buildings, dwellings and other light 
hazard occupancies. 

This action is of significance to hospital authorities. 
Not only will the reduced cost of sprinkler installations 
encourage the adoption of this form of protection to life 
and property in many hospitals that have hitherto been 
unable to afford the expense, but it is quite probable 
that the new regulations will influence the future design 
of hospital structures. 

The differences between the new Class B standard of 
automatic sprinkler equipments and the former standard, 
now called Class A, are few and on first examination 
they appear to be insignificant. The Class B standard 
permits a maximum spacing of sprinkler heads of 14 
feet, whereas in the Class A standard the maximum 


\ REDUCTION of from 20 to 30 per cent in the cost 


spacing is from 8 to 10 feet. The modified regulations 
also permit the use of smaller pipe sizes and modify the 
regulations governing the supply of water to the system. 
These changes reduce the number of heads required, 
simplify the concealment of pipes within walls and ceil- 
ings and thus diminish the obtrusiveness of the sprinkler 
system while reducing the cost of installation. 

E. P. Boone, chairman of the committee that formulated 
the revised regulations adopted by the National Fire 
Protection Association, made the following statement 
regarding the purpose and results of the change: 

“In the early days of the development of automatic 
sprinkler equipments, all thought was centered upon the 
hazards present in factories, warehouses and other com- 
mercial and industrial establishments where a considerable 
fire hazard existed and where the value of the property 
to be protected was relatively high. All existing regula- 
tions were designed to combat these hazards and to offer 
the fullest possible protection to both life and property 
that science and experience could devise. Within recent 
years, there has come a realization that many classes of 





How THE SIZE oF Rooms AFFECTS THE NUMBER OF SPRINKLER HEADS USED, WITH CLASS A AND CLASS B 





SYSTEMS* 
Size of Room Number of Heads Required Saving 
Width Length Class A System ClassBSystem Number Per Cent 
Under 10 feet Between 10 and 14 feet ...... 2 1 1 50 
Between 10 and 14 feet Between 14 and 20 feet ...... 4 2 2 50 
Between 14 and 20 feet Between 20 and 28 feet ...... 6 4 2 33 
Between 20 and 28 feet Between 28 and 30 feet ...... 9 6 3 33 
Between 28 and 30 feet Between 30 and 40 feet ...... 12 9 3 25 
Between 30 and 40 feet Between 40 and 42 feet ...... 20 9 11 55 
Between 40 and 42 feet Between 42 and 50 feet ...... 25 12 13 52 
Between 42 and 50 feet Between 50 and 56 feet ...... 30 16 14 46 
Between 50 and 56 feet Between 56 and 60 feet ...... 36 20 16 44 


Average Saving 43.11 








* There are certain combinations of dimensions and certain room sizes that permit of no reduction in the number of sprinkler 

B regulations, and these reduce the average savings to from 20 to 30 per cent. For example, bathrooms, closets 
and all other areas less than 10 feet square require one head under either system. Also dimensions over 14 feet and under 20 feet, 
over 28 feet and under 30 feet, would require the same number of heads within the span indicated. 
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Bringing the Hospital * 


Into the Home 


UITE properly the service of 
the hospital extends beyond 


the mere pronouncement of effected 
cure. Convalescence brings the 
after-treatment where the necessary 
future safeguards to health are im- 
pressed. And the patient, home 
again, retains in memory the health 
standards which have contributed 
to his cure. 


The routine use of ‘‘Phillips’ Milk 
of Magnesia’”’ can also be continued 
in the home. Its agreeable taste and 
inviting appearance readily appeal 
to the patient. It functions to ad- 
vantage when the natural factors 


Hospitals are advised to insist 
upon “Phillips’ Milk of Magnesia” 
which has carried our registered 
trade mark for over A yoam, 
Obtainable from — gg and 
supply houses everywhere in 4- 
ounce (25c bottles), 12-ounce (50c 
bottles) and 3-pint hospital size. 
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of neutralization have been handi- 
capped or weakened. Thus it 
follows convalescence and is of 
inestimable value in counteracting 
hyperacidity without distension or 
gastric irritation—and restoring the 
patient to a natural well-being. 


Phillips’ Milk of Magnesia’ neu- 
tralizes about three times as much 
acid as a saturated solution of 
sodium bicarbonate and nearly fifty 
times as much as lime water. Fur- 
ther, it has the added merit of being 
a laxative, a quality of importance 
since the usual frequency of con- 
stipation in convalescence is often 
the underlying cause of acidosis. 


HILLIPS’ 


THE CHAS. H. PHILLIPS CHEMICAL CO. + + + NEW YORK 





GENUINE 








Milk of Magnesia 
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Fortify for 
Fire Fighting 


99 


The all round Fire 
Fighting Unit... 
Smothers fires in 
flammable liquids. 
The only safe ex- 
tinguisher for elec- 
trical fires. 
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ULTRA-VIOLET 


IN ITS MOST CONVENIENT FORM 
FOR BACTERICIDAL USE... 


HE Burdick Mobile 

Water-cooled Ultra-vio- 
let Lamp has its own water 
cooling supply and pumping 
system, so that it can be 
moved easily about the 
Physical Therapy Depart- 
ment or from room to room, 
regardless of whether there 
are water connections avail- 
able. 


The Burdick patented Ever- 
Clear window assures — 
greater intensity, quicker 
treatments, and cooler 
treatments in—dermatology, 
gynecology, eye, ear, nose, 
and throat conditions, geni- 
to-urinary diseases, and 
wherever infection exists. 


Write for proof of Burdick 


advantages. MOBILE 
Also manufacturers of Sola- Water-cooled 
ria, Air-cooled Quartz Lamps, odel 


Infra-red Zoalite Lamps, 
Light Bath Cabinets. 


The Burdick Corporation 
Dept. 110 “ . Milton, Wis. 











SARCEOET EXCLVUEIVE MANUFACTURERS OF LICHT THERAPY 


THE BURDICKC ORPORATION 


oO ALL rON,WISC Oo —— 











EQUIPMENT IN THE WORLD 
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occupancy offer considerably less fire hazard than the 
occupancies for the protection of which automatic 
sprinklers were originally intended, and a movement was 
ultimately instituted to recognize these light hazard oc- 
cupancies by making amendments and revisions to the 
established regulations. It was further recognized that 
the cost of Class A installations prevented the installa- 
tion of sprinkler equipments in many thousands of build- 
ings that urgently needed protection. The purpose of 
the committee in formulating and sponsoring the new 
regulations was to lower the cost of sprinkler protection 
in buildings having light hazard occupancies without in 
any manner diminishing the adequacy of the protection 
afforded by approved equipment.” 


What an Engineer Thinks of New Standards 


A fire prevention engineer is authority for the follow- 
ing statement which shows that savings ranging from 20 
to 30 per cent will result from the adoption of Class B 
standards in place of the Class A standards heretofore 
required in hospitals: 

“Development of the Class B standard of automatic 
equipment will undoubtedly materially reduce the cost 
of installing sprinklers in typical hospital buildings. As 
an illustration of this, I have carefully checked over a 
large number of actual buildings and have laid them out 
in accordance with both the old standard and the new 
Class B standard. Floor plans of the second story of 
an eye and ear infirmary in New England laid out with 
both systems show that under the standard system 
(Class A), 126 sprinkler heads are required, while under 
the new regulations (Class B), only 78 heads are re- 
quired. The standard system employs some distribution 
lines, 3% inches in diameter, and at least one riser, 6 
inches in diameter. The new layout requires no pipe 
larger than 2% inches. 

“The material cost per sprinkler increases slightly so 
far as the sprinkler work itself is concerned and de- 
creases slightly for the auxiliary work, such as alarm 
valves, so that the material cost per sprinkler on the 
Class B system will be about the same as the material 
cost per sprinkler on the former standard system. The 
labor on Class B installations will be slightly more than 
the labor on the standard system, but the difference will 
be very small. 

“A careful estimate of this particular job indicates a 
saving in cost and of course in selling price of approxi- 
mately 30 per cent. This is primarily the result of 
eliminating a large number of sprinklers under the Class 
B ruling. In the case in point, the water supply came 
from a city connection. If, however, there had to be a 
separate water supply, this, too, would have cost a great 
deal less. It is reasonable to assume, therefore, that a 
saving of from 20 to 30 per cent to the consumer over 
the standard system will be effected in many cases.” 


How Sprinkler Heads Are Placed 


Naturally, the permitted spacing of sprinkler heads 
under the new regulations is influenced by the type of 
construction. In mill construction, in which all of the 
wood framework is of heavy timber, the maximum spac- 
ing is 14 feet apart in any bay not over 14 feet wide. 
In semi-mill construction, in which heavy timbers for 
the major framework, and somewhat lighter timbers for 
secondary members are used, the sprinklers may be spaced 
not more than 12 or 14 feet apart. In joist construction, 


- the Class B regulations apply only if the ceilings are 


sheathed or plastered. No modification of spacing is 
permitted with open joists. Under smooth finish, wood 
joisted ceilings, plastered with gypsum board, cement 
or metal, sprinklers may be spaced, without staggering, 
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Positive 
@eyajiae) 


of 


QUALITY 


ICE CREAM 


SHERBET and WATER ICE 


The TAYLOR FREEZER WAY! 


KNOW the quality of the ice cream, 
sherbet and water ice that you serve 
in your hospital. Make them your- 
self in a TAYLOR FREEZER and 
be positive of their purity, cleanli- 
ness and freshness. 

With this complete and simplified 
system you can keep control of qual- 
ity in your own hands and at the 
same time effect positive cost reduc- 
tions of 14 to 14 over that of factory- 
frozen products. All this can be 
accomplished without fuss or muss 
by using a Taylor Freezer. 

Freezing unit may also be used to 
make rich malted milks in large 
quantities at one operation for the 
afternoon refreshment period. As 
simple to operate as a drink mixer— 
no special training required. 

Learn more about the Taylor Freezer 
by writing us today. No obligation, 
of course. 


FULLY PROTECTED BY PATENTS 





TAYLOR FREEZER CORP., 845 Fifth St., Beloit, Wis. 
Please send complete information on the Taylor Freezer. 
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efrigqeration 


is ust as costly 
pie gs Little. / 


EXCESS refrigeration in your hos- 
pital may be safer than too little, but 
it’s equally as costly. It takes an en- 
gineered installation—a Lipman in- 
stallation—to furnish the exact re- 
frigeration you need for absolute 
safety at all times at minimum cost. 
Lipman engineers make efficient in- 
stallations that meet hospital needs 
precisely. They give you safe and 
flexible refrigeration, ample for ice- 
making, water cooling, food preserva- 
tion, vaccine and anti-toxin preserva- 
tion at varying temperatures, and all 
your other specific requirements. At 
the same time you get refrigeration 
with proved lowest “cost of owner- 
ship”—which includes depreciation, 
plus maintenance cost, plus operating 
expense. 


The handy coupon below will bring a Lipman 
engineer for free consultation. Mail it today. 


ELECTRIC REFRIGERATION 





GENERAL REFRIGERATION CO. 
909 SHIRLAND AVE. BELOIT, WIS. 


Yes, have one of your engineers tell me about Lipman engineered re- 
frigeration for hospitals, and send your book of refrigeration facts— 
both without obligation on my part. 


Dt nc secinisdawensnadiakseesdaedstendekcebebns cbbsusbesaddedadeetes 
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An Old Friend 
with a New Name 


OR more than a quarter of a century the name “Robert- 

son” on Carbon Arc and Infra-red Lamps has been a 
safe guide to dependability. Thousands of physicians can 
testify to the satisfactory performance of these lamps. 

Now the business of Be F. Robertson, Inc., has been 
purchased by the Prometheus Electric Corp., thus adding 
our 29 years’ experience in the manufacture of sterilizers, 
etc., and our modern equipment to the Robertson manu- 











ments. 


facturing facilities. 

There is just one true guide to quality— 
and it is infallible. 
manufacturer stands for high quality and 
fair dealing, you are safe in buying, for the 


If the name of the 


manufacturer’s reputation 
depends upon the satisfac- 
tion his products give. The 
name “Prometheus” has 
never been put on a prod- 
uct that is not of the 
highest quality. 






We shall continue to 


confine our sale of these lamps 
to the medical profession. 
new catalog showing latest improve- 


Write for 


PROMETHEUS ELECTRIC CORP. 
358 W. 13th St., New York, N. Y. 











LINED 
METAL WEATHERSTRIPS 


SAVED $1500 
A MONTH ON COAL 


Another iin Product 
ATHEY SEAL-TITE 


An efficient calking compound for filling 
the cracks and crevices around window 
sills. Entirely waterproof, easy to apply, 
doesn't stick to knife or calking irons. 
Elastic—unaffected by temperature. Con- 
tains no creeping oils that bleed out, 
staining or gathering dust and dirt on 
the stone or brick. It is very adhesive 
and can be colored to match any 
material. 


PREPARE FOR 


WINTER 


NOW! 


Think of saving $1500 a month on coal 
bills alone by using ATHEY Weather- 
strips to keep out the cold, wind and 
draft! That's what they did in St. Louis 
last year, and in one Chicago building 
they saved 572 tons of coal in 5 months 
by the same method. 


Wherever ATHEY weatherstripping is 
used it is estimated that the savings made 
pay for the installation within three 
years—and often in less time. 


ATHEY cloth-lined metal weatherstrip 
changes any wood or steel window from 
a rattling, loose, drafty sash to one that 
works smoothly and quietly, becoming 
at once air-tight and draft-proof. The 
increase in comfort, better health, fuel 
savings and cleaner furnishings make the 
investment in ATHEY weatherstrips pay 
big dividends. 


Investigate this feature now and be pre- 
pared for winter. Send for catalog and 
list of installations, showing how others 
have profited by ATHEY methods. 


Send for Book 


ATHEY COMPANY 
6092 W. 65th St., Chicago 


Representatives in Principal Cities 


In Canada: C li-P y Co., Reg’d. 
Montreal and Toronto 
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not more than 14 feet apart in all bays up to 14 feet 
wide, except that in basements sheathed with materials 
other than cement or gypsum plaster on expanded metal 
or metal lath, no modification of spacing is permitted. 
If the sheathing is combustible, such as matched boarding 
or fiber board, the maximum spacing is 12 feet apart in 
bays up to 12 feet wide. 

In fire resistive construction, sprinklers may be spaced 
not more than 14 feet apart under flat-slab floors. Under 
panel construction, the same spacing is permitted, but 
the lines preferably should be staggered. 

The maximum pipe size required in distribution lines 
is 2% inches where the water pressure is sufficient to 
maintain 20 pounds residual pressure at the top of the 
riser with 250 pounds per minute flowing at the top of 
the riser. These smaller pipe sizes facilitate the con- 
cealment of pipes in walls and under plastered ceilings 
so that in normal installations, only the sprinkler heads 
themselves need be visible. 


Taking Advantage of the New Standards 


In existing hospitals, the actual economy of Class B 
standard installations is governed by room sizes. In new 
construction, however, the designer has ample opportu- 
nity to plan his room sizes so as to take minimum ad- 
vantage of the new standards. This matter is partially 
developed in the accompanying table. In a room less than 
10 feet wide, one sprinkler head would be required under 
either system. If the room were over 10 feet but less 
than 14 feet in width, two heads would be required across 
the room under Class A regulations and only one head 
under Class B. Again, if the width of the room exceeded 
14 feet but was less than 20 feet, there would be no re- 
duction in the number of heads under Class B since both 
systems would require two sprinklers. The same factors 
apply to the length of the room. There are certain com- 
binations of dimensions under which no saving is effected. 
By merely avoiding these particular combinations in pro- 
portioning the rooms, it might easily be possible to save 
more than 30 per cent in cost by following Class B 
standards of installation. 

The new regulations are not expected in any wise to 
diminish the adequacy of the protection afforded by ap- 
proved equipments. Insufficient time has elapsed to de 
velop definite rulings by the insurance companies re- 
garding the rates to be granted to hospitals protected by 
Class B standard installations. There is every expecta- 
tion, however, that the Class B standard will enjoy the 
same reduced rates as are granted Class A installations 
in buildings of approved occupancies. 


Low Temperature Heads May Now Be Used 


It is the opinion of some authorities that there will be 
a general tendency toward the use of low temperature 
(185 degree) sprinkler heads with Class B installations. 
These heads materially increase the sensitiveness of the 
system as compared to the standard 160-degree solder 
type heads usually employed. The low temperature 
quartz bulb type heads are absolutely noncorrodible and 
act quickly. They afford sufficient extra protection to 
make their use preferable to the 160-degree solder type 
heads. 

There is little need to stress the importance of auto- 
matic sprinkler protection in hospitals, sanitariums and 
other institutions for the care of the sick, infirm or help- 
less children or adults. Humanitarian considerations 
alone are sufficient to warrant the investment, almost 
regardless of its relative cost. But unfortunately hos- 
pitals seldom command sufficient funds to permit the 
creation of ideal conditions. Sacrifices are made, here 
and there, against the better judgment of those in author- 
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With Scientiric ACCURACY 


we guard the 


STRENGTH 
of PEQUOT SHEETS! 


You know how painstakingly the phar- 
maceutical house standardizes the strength 
of its proprietaries. Constant tests— 
measurements—checking and re-check- 
ing each batch constantly! That means, 
for them, confidence. Only with your satis- 
faction can their business grow. 

In making hospital textiles, the same 
care has proved worth while. The 
strength of Pequot Sheets and Pillow 
Cases is determined by precise scientific 
instruments like the one shown here. 

Dependable extra strength in Pequot 


Sheets means longer wear on the beds, 





in the sterilizer, and through the laundry. 
It means less repair in the linen room. 
It means lower cost per sheet per year of 
service. It means satisfaction with your 
bed linen. Naturally enough, Pequot is 
used more by hospitals than any other 
brand of sheets! 

Pequot Sheets are now available with 








hospital name woven in. Send for detajls. 


The Pequot Mills, Salem, Massachusetts. 
Parker, Wilder & Co., Selling Agents: New 


pEQuOT 






York, Boston, Chicago, San Francisco. 
S HEETS Photo courtesy Henry L. Scott 
AND & Company, Providence,R. L 
PILLOW CASES 






PEQUOT SHEETS 


are used MORE by hospitals than any other brand of sheets 
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“STANLEY” 
THERMOMETER RACK 


Made of metal, highly polished and equipped with 
eight, sixteen or twenty-four tubes for thermometers 
and four glasses (one for clean cotton, one for soiled 
cotton, one for soap and lubricant). It is easily car- 
ried by means of a nickel plated handle. Size 9% 
inches long, 5% inches wide and 4 inches high, for 
16 and 24 thermometers; 5 inches long, 5 inches 
wide and 4% inches high for 8 thermometers. 


Its use eliminates all danger of infection as each 
patient is assured of etting his or her own 
thermometer. It serves the purpose of economy as 
it minimizes breakage. 


Write for full description and price 


STANLEY SUPPLY CO. 


Hospital Supplies and Equipment 
118-120 East 25th St. New York, N. Y. 





























FREE — this Booklet 


illustrating and describing FROHSE | 


Life-Size Anatomical CHARTS 


Doctors and hospital administration staffs we offer this FREE 
helpful booklet. It describes and illustrates in detail the famous Frohse 
Life-Size Colored Anatomi- 
cal Charts... edited, re- 
vised and augmented by Max 
Brodel of Johns Hopkins. 
These charts can be put to 
a multitude of uses in the 
hospital and doctor’s office. 
Diagnosis is more simply ex- 
Plained when visualized 
through these charts. Their 
use in clinical work is al- 
most indispensable. No dis- 
secting room is adequately 
equipped without this series. 
And for teaching student 
nurses, they make instruc- 
tion easier, more efficient 


ldaunae Rare F 


—-) 


. « « Progress more rapid 

and certain. 

These Charts Comprise 

the Series 

35 figures in convenient 

form. Size 42x64 inches 

No. 1 The Skeleton, Front 
and Back View. 

No. 2. The Muscles, Front 
and Back View. 

No. 3. The Nervous System 
and the Circulatory System. 

No. 4. Schematic Diagram 
of the Circulation: The 
Heart, the Skin. 

No. 5. The Ear and Eye. 

No. 6. Dissection of the 
Thoracic and Abdominal 
Viscera, four stages. 

No. 7. The Head; the 
Teeth; the Throat. 

No. 10. Male and Female 
Genito-Urinary Organs. 


SEND FOR BOOKLET TODAY—This helpful booklet will inter- 
est you. See how others are using these charts. Just pin this 
advertisement to your letter and mail. The booklet will be mailed 
to you postpaid. 


A. J. NYSTROM & CO., Publishers 


3333 Elston Ave. Dept. 009 Chicago, III. 





















































THE MODERN HOSPITAL—September, 1980 


ity. The reduced cost of Class B installations will un- 
doubtedly permit the installation of sprinklers in literally 
thousands of institutions now in existence which here- 
tofore have been unable to afford the initial expense 
entailed. 

Hospital authorities interested in determining the sig- 
nificance of this recent change in automatic sprinkler 
regulations as it applies to their own structures should 
consult representatives of some of the well established 
sprinkler companies and their insurance agents. Through 
these sources, they can obtain definite estimates of the 
cost of the required installation and of the savings in 
insurance that the installation would effect. 





A New Portable Electrocardiograph 


A portable electrocardiograph, an instrument for re- 
cording on photograph film the electric currents that 
accompany heart action, is a new product that has re- 
cently been placed on the market. 

This electrocardiograph is light in weight and the com- 
plete instrument is included in a compact, self-contained 
unit. No auxiliary equipment is necessary. The instru- 
ment requires no outside source of energy since it oper- 
ates exclusively from dry batteries contained within the 
case. Replacement of the batteries is necessary only at 
long intervals, it is said. 

The scheme of operation of the electrocardiograph is 
as follows: The minute currents generated by the heart 
and flowing through the body are transmitted to the 





instrument through the electrodes attached to the two 
arms and to the left leg. The heart current is then 
amplified by tubes similar to those used in radio receivers. 
The amplifier current causes the vibration of a tiny 
mirror in the galvanometer upon which is directed a 
beam of light. This vibrating light beam causes the im- 
pulses that are caught and recorded by a spring motor 
driven camera. 

The camera is arranged to receive standard 100-foot 
rolls of moving picture film that may or may not be 
daylight loading, as desired. Individual records may be 
taken at any time without the complication of rerolling, 
and the film may be cut at the completion of each 
record. 

Although the spring motor has a governor to hold the 
speed within 1 per cent, some parts of the record may 
not always be within the limit. To overcome this diffi- 
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More and More Hospitals Are Using 
the Zimmer Fracture Service Plan 


Here is a fracture service that elimi- 
nates costly, miscellaneous splint 
buying and renders your fracture 
room complete, ready for every emer- 
gency. In addition to a recommended 
assortment of Zimmer Splints for 
general use, you are provided with 
service charts, splint record books 
and a complete service plan whereby 
many large hospitals are profiting 
from splint rentals. As a matter of 
important interest to you, you should 
have complete information concern- 
ing the Zimmer Fracture Service 
Plan. The coupon brings the whole 
story. There’s no obligation, of 
course. 


ZIMMER MFG. COMPANY 


WARSAW, INDIANA 





There are more real service advantages in 
Zimmer fracture beds than in any other make Largest exclusive manufacturers of fracture appliances 


of bed. For example, note how the trundle nn 


ZIMMER MFG. CO. 
WARSAW, INDIANA 
Without obligating us, please send complete 
information about Zimmer Fracture Service 


bed may be lowered and rolled from under 
. ! 
the bed so that portable X-rays may be used. , 
This is one of many Zimmer service features ' 
that other beds do not offer. Ask for cata- { 
t 


Plan. 
Hospital 
logue. St 
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and Folding Partitions for Hospitals 


Hallway noises, clamor from 
adjoining rooms, etc., are defin- 
itely and completely deadened Va 
wherever Hamlin Sound-Proof 


doors and folding partitions are 
used. 


Scientific sound-deadening in- 
sures privacy, quiet and helps 
the speedy recovery of patients, 
incidentally keeping out dirt, 
odors, light and draft. Hamlin 
tight-fitting, felt-protected, sci- 
entifically constructed, sound- 
proof, edge-tight doors are an 
investment that soon pays divi- 
BS dends in increased efficiency. 


Hundreds of hospitals, schools, 
prominent private and _ public 
buildings, etc. are “Hamlin- 
ized.” It will pay hospital au- 
thorities to investigate this 
modern method of assisting 
privacy and quiet. 


HAMLIN, 


IRVING HAMLIN, Manufacturer 
1503 Lincoln St., Evanston, II. 
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Corridors where 


Lik 
4 

| P 

they belong— 


This modern idea saves elec- 
tricity, throws the light direct 
on the floor—takes it off the 
ceiling—non glaring and 


highly efficient. 





Send for engineering data. 


The Chicago Signal Company 
Pioneers in the Manufacture of Silent Call Systems 
312-318 S. Green St. CHICAGO, ILL. 
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culty, a time marker which operates independently of the 
motor is installed to make lines 1/25 of a second apart 
on the film. This enables the operator to discard unsuit- 
able portions, while at the same time the marks are 
sufficiently sharp to avoid obscuring the details of the 
record. 

The combined efforts of galvanometer and amplifier 
have been carefully calculated to prevent any distortion 
of the impulses. These calculations are based on the 
present standards of 1 inch per second film speed with 1 
em. deflection per millivolt, and the characteristics of 
the recording apparatus. The wave is correct for phase 
relations up to the seventy-fifth harmonic and the ampli- 
tude can be relied upon to values discernible on the film, 
according to the manufacturers. 

The control board has the simplest possible arrange- 
ment, which makes unnecessary complex adjustments to 
obtain satisfactory records. 

The circuit used requires no compensation for body 
resistance or skin currents, thus allowing standardization 
to be made with or without the patient in the circuit. 
Tests show that static caused by elevators, x-ray ma- 
chines and other electrical apparatus causes no inter- 
ference with the instrument’s operation or records. 





How to Clean Terrazzo, Concrete 
Tile and Art Marble 


Soap and water cleansing is usually all that is re- 
quired for terrazzo, says an article in Hotel Manage- 
ment. When scourers are used to remove spots or stains, 
the surface should be thoroughly rinsed with clear water. 
Otherwise coarse grains of scourers may be ground 
against the polished surface under foot, dulling and 
scratching it. Concrete tile and art marble surfaces are 
cleaned in the same way as concrete and terrazzo. 

Wax may be applied to concrete or terrazzo surfaces, 
just as it is to wood. Prepared wax or paraffin wax dis- 
solved in turpentine and followed by a powdered wax may 
well be used. A high polish is obtained with weighted 
brushes or electrical polishing machines. Waxed sur- 
faces are easy to keep clean because the wax film re- 
duces the penetration of liquids. 





Protecting Blankets and Woolen 
Fabrics Against Moths 


Without doubt untold damage has been done to blankets 
and woolen fabrics in hospitals by moths because there 
has not yet been made available any solution that will 
permanently mothproof any fabric. It is pointed out, 
however, by Dr. E. A. Back, in charge of the division of 
stored-product insects, Department of Agriculture, in the 
United States Daily, that certain solutions, if properly 
used, are capable of imparting a moth resistance that is 
of practical value. 

Naphthalene and paradichlorobenzene are two of the 
best substances for controlling moths, Dr. Back said. 
Naphthalene is the material from which the common moth 
ball is made, but it is more effective in the form of flakes. 
One pound of flakes will give absolute protection to the 
contents of a trunk, he said, and one or two pounds in 
a closet will give complete protection if the closet is 
sealed or the door closed very tightly. 

The best method of protecting against injury by fabric 
pests of all kinds is cold storage, according to the De- 
partment of Agriculture. Moths will not eat into paper to 
reach clothing, and careful wrapping of clothes in un- 
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“Good doors, yes, 
but how mueh do I 
pay for the name?” 


JAMISON SANITARY DOOR 


For Ice Storage, Food Storage, 
Morgue Cabinets, Pathological 
Laboratories, Drug Rooms, Built- 
in Incubators and Service Refrig- 
erators in Hospitals and Public In- 
stitutions where the sanitary fea- 
ture and better appearance of its 
smooth laminated panel front are 
desirable. 

Embodies the same efficient pro- 
tective wall and seals which have 
adequately met the requirements 
of all storage temperatures, and 
the same sturdy construction which 
has been responsible for the long 
life of Jamison and Stevenson 
Doors; but provided with special 
types of polished hardware to 
meet your needs. 


Write for complete description 
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Mr. Prospect, I’m as con- 
stitutionally opposed to 
paying for a name as you 
are. But I’ve found when 
a name in any field stands 
out likea skyscraper would 
on a village street, it is always because of 
the performance of the product. If you pay 
a little more for that product, you haven’t 
paid for a name but for the extra value which 
makes the name what it is » » » I’m proud 
that the Jamison and Stevenson names stand 
out among cold storage doors. It gives me 
quite a “kick” to hear competitors say “as 
good as Jamison (or Stevenson)” because 
they are unconsciously admitting our supe- 
riority. But regardless of this reputation, 
you don’t pay one cent extra for the name. 
You don’t have to take my unsupported 
statement for this. The performance of our 
doors proves it. We guarantee them to out- 
last all others under any conditions—and 
they are giving better service all the way 
» » » Whether their price is just under, just 
over, or the same as any other doors you 
may consider, Jamison and Stevenson Doors 
will prove cheaper in 
the end. Where is there 
anything extra added 
for the name? 


JAMISON COLD STORAGE DOOR CO, 


Consolidating Jamison Cold Storage Door Co., Inc. and 
Stevenson Cold Storage Door Co. 


HAGERSTOWN, MARYLAND........ U.S.A. 
Oldest and largest makers of Cold Storage Doors in the World 


oeeeees Branch Offices: 300 Madison Avenue. NEW YORK .......- 
bare on 1832 Builders Bldg., 228 N. La Salle Street, CHICAGO ...... 
over Samuel H. Stevenson, 116 West 24th St., CHESTER, PA....... 
2650 Santa Fe Avenue, LOS ANGELES... 333 Market St., SAN FRANCISCO 
D. E. Fryer & Co., SEATTLE & SPOKANE .. Southern Representatives, 
address Hagerstown... Foreign Agents: Von Hamm-Young, HONOLULU 
..- Armstrong Cork Co., Led., LONDON ... Okura & Company, JAPAN 
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ARONBERG-FRIED COMPANY, INC. 
BUILDERS 


PUBLIC BQUARE 


Cievetann July 12th, 1950. 


Orr 
ration 


C. Schmidt Company, 
Cincinnati, Ohio. 


Gentlemen: 


We wish to thank you for your very fine cooperation 
in bringing the Cleveland Union Station to a satis- 
factory completion and opening. 


It is only due to such cooperation that large under- 
takings can be happily completed. 


We also wish to thank you for having a man like Mr. 
Suer in charge of your field organization. You know, 
of course, that good field representatives play a 
very important part in bringing any building work 

to a satisfactory conclusion, and your Mr. Suer is 
one of the very good ones. 


We trust that we will find it necessary ih the fu- 
ture, on other important projects, to carry on with 
this fine cooperation. 


Very truly yours, 


ARONBERG-FRIED PANY, INC. 
e 


EH BY y.wertheiner. 











This Proves It 


All the pretty promises ever made will not lift a 

service above the common rabble if these promises 

are not fulfilled in actual performance. The letter 

above, from the builders of the gigantic Cleveland 

Union Terminal, Cleveland, Ohio, equipped with 

} ae refrigerators, proves the metal of Thesco 
ervice. 


Thesco Service has been employed by America’s 
leading hospitals and institutions. It functions 
through a group of highly experienced engineers, 
designers, and layout men who apportion kitchen 
and refrigerator space to return full value for the 
money invested in it, and recommend or specify 
equipment only after most careful analysis of the 
need it is to serve. The result is—the most effi- 
cient kitchens at the most economical cost. Con- 
sultation about Thesco Service involves no obliga- 
tion. 


Write for the Thesco Data Book showing modern 
scientific kitchen service for every hospital need. 


[NZ WAUTY YA, 
THESCO 


THE C.SCHMIDT CO. 


The C. Schmidt Co., John St., 

Cincinnati, Ohio. 

Gentlemen: Please send Thesco Data Book No. 
1 HP 85-9-0 to: 
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broken paper will give protection if the articles were 
free of moths when wrapped. Wrapping with several 
thicknesses of newspaper is sufficient if the ends are 
arranged so that the moths cannot craw] into the bundle. 

Many substances often recommended for control of 
moths are worthless, according to the department. These 
include tobacco extracts and powders in reasonable 
strength, lavender flowers, cayenne pepper, pyrethrum 
stems (dusted), powdered sulphur, borax, air-slaked lime, 
salt, dried red cedar leaves, formaldehyde in a 1-to-10 
solution, and sodium carbonate. 





Steam Jacketed Kettles Among New 
Pieces of Kitchen Equipment 


Steam jacketed kettles in one piece of cast aluminum 
are now included among the newest pieces of kitchen 
equipment. These new kettles, cast in one piece with no 
rivets, no seams and no welding, are tested to 200 pounds 
hydrostatic pressure and have a working steam pressure 
of from 75 to 100 pounds. This means faster cooking 
for chefs than they have ever enjoyed in jacketed kettle 
cooking before. 

The kettle is constructed so that the steam inlet and 
outlet fittings may be easily removed. The complete 
kettle, including the retaining stays, the reinforcements 


This complete 
steam jacket- 
ed kettle, in- 
cluding re- 
taining stays, 
reinforce- 
ments and in- 
side and out- 
side walls, is 
molded at one 
time, without 
seams, joints 
or rivets. 





and the inside and outside walls, is molded at the same 
time in one complete unit without seams, joints or rivets. 
On the jacketed part, both the inner and outer walls are 
made of metal at least + inches thick, permanently 
separated and supported by at least 32 one-half inch 
stays cast integrally with the walls and equally spaced. 
The unjacketed part is at least x inches thick. The legs, 
stand and braces are securely welded together. The draw- 
off support is firmly bolted to the reinforcing brace. 
Kitchen engineers who have had a chance to observe 
these kettles in operation pronounce them one of the 
greatest advances in years in quantity cooking utensils. 
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PRICED LOW AND 


b dee buy American supplies less often 
and there’s satisfaction in using them 
for they have abler ways and they have 
longer life. 
They must be tough and they must be able 
to stand long use and sometimes abuse 
else we'd never keep them to sell to you. 
The things you use help you to succeed— 
or, they make success mediocre. They 


The AMERICAN HOSPITAL 


7 





THEY HAVE LONGER LIFE AND ABLER WAYS 


FAIR AND SQUARE 


take a portion of worry and trouble from 
your mind—or, they add to your weary 
nervous hours. 

Think of American supplies as depend- 
able and satisfying, able to do your work 
better, able to last longer, and costing 
only low and just, fair and square prices. 
We will not sell any other kind. 


SUPPLY CORPORATION 


15 North Jefferson Street 


CHICAGO, 


I LL 


Also: PITTSBURGH, PA., a¢ 108 SIXTH STREET 
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TAILORED 


Nurses APPAREL 


AND 


HOSPITAL GARMENTS 
a 





é * 











“Quality standards in materials and 
workmanship; outstanding values in 
all garments produced ; with a sincere 
desire to render a real service to the 
hospital field, are the guiding ideals 
in our organization.” 


RO Nexeh 


APRONS.BiBS_CollARS_CuFFS.CAPS 
UNIFORMS. BINDERS. BATH Roses. PATIENTS GOWNS 
SURGICALGOWNS.INTERNES SuITS. Mains’ UNIFORMS 
Yow own special styles can be duplicated 


end estimates promptly Furnished on request 
A complete new catalogue now ready 





No. 510 






NEITZEL 


NELIZEL MFG. CO. INC. WATERFORD. N.Y. 
SPECIALISTS IN 


Nurses’ APPAREL AND HosPiTAL GARMENTS 
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New Window, With In-Swinging 
Sashes, Is Perfected 


A new type metal window has recently been perfected. 
All of the sashes are in-swinging and can be operated 
independently, the extreme upper and lower sashes pro- 
viding ample controlled ventilation. The entire window 
may be washed from the inside. This type of window 


combines effectively architectural beauty, a high quality 
of construction and practical modern features. The 
fittings may be had in bronze, aluminum alloy or steel. 

The hinge is a definite part of the sash and frame con- 
struction. In other words, the hinge is continuous, thus 
rendering the window weatherproof and more functional 
than the regular attached hinge. 





A New Touch to an Old Method for 
Cleaning White Shoes 


Cleaning white shoes this year has a little added wrin- 
kle. There are many good cake white shoe cleaners on the 
market. When you buy a fresh tin, get the hospital phar- 
macist to powder it in his mortar. Put the powdered 
cleaner in a large, deep saucer and mix it well with 
water, using an old toothbrush. Then—this is the wrinkle 
—add about an inch and a half of shaving cream and 
mix it in thoroughly. Keep the old toothbrush to apply 
the cleaner with. Brush the shoes and apply a thin coat 
of the cleaner. Add some water to the dish and stir it 
in. It is then ready for use again. Used in this way, @ 
cake of cleaner will be sufficient for a year. When the 
shoes are nearly dry, brush lightly. 
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The Technical Advisor Suggests— 
ee e + . | 
The Accepted Radiographic Medium | 
99 | 
the World Over 
ASTMAN Dupli-Tized Safety X-ray Film, Contrast, year in and year out | 
meets the requirements of the most discriminating radiologists in every | 
climate. It produces like results in the clear cold of Scandinavian winter and 
y the humid heat of tropical summer. 
> We know it will meet your every demand because it is tested, practically and 
= scientifically, in Kodak Research Laboratories—the institution which has pio- | 
us neered the development of photosensitive materials. | 
al , , . . " - 
There is a Technical Advisor near you to demonstrate Eastman Contrast Film 
in your X-ray Department. Feel free to call on him. 
or i 
Eastman Kodak Company, Medical Division 
343 State Street, Rochester, N. Y. 
n- Gentlemen: | 
he Please have a Technical Advisor call at my office, without obligation, of course. 
ir- . 
od ashi sacs hecit irt-itcnp eres ashecine latte heiniaeainesbaniebadiniimaiedinnaitatie ‘serinnsinintaninianaiiniaine 
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After the upheaval of summer vacations it's 
a little difficult to get back into the harness 
again. But September stands over us like 
a tyrant demanding the best of our efforts. 


An hour or so spent with the Will Ross 
Catalog will help organize your thoughts 
and simplify the problems confronting you. 
Turn to page forty-eight, for example. 
There you will find the finest of soft, warm 
blankets, in many different weights and 
materials, illustrated in color and accu- 
rately described. And on the following 
pages linens, linens, linens—linens that 
answer every hospital need. Merchandise 
of highest quality. Prices moderate. 


Use your Will Ross Catalog. Let it help 


you organize your work. 


WILL ROSS, Inc., 457-59 E. Water St., Milwaukee, Wis. 
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A Device That Enhances the Pleasure 
of Reading for the Patient 


One of the newest devices to be perfected for hospital, 
sanatorium or home use is a combination reading lamp, 
book holder and ash tray. The reading lamp may be 
adjusted to the height of any bed or chair and is so made 
that it may be swung into any position suited to the con- 
venience of the reader. 

Conveniently placed is the book rack in which maga- 
zines and books of various sizes may be placed and easily 





reached. For the smoker, an ash try has been included 
to prevent the careless scattering of ashes on the floor 
or the bed. The lamp, which extends over the rack that 
holds the book in use, throws a light sufficiently bright 
and yet sufficiently subdued to prevent eyestrain. 

With such a device as this the pleasure of reading is 
thus enhanced both for the bed patient or for the well 
person who enjoys a quiet evening with a favorite book 
or magazine. 





Maintaining Kitchen Equipment 
in Good Condition 


In well organized kitchens, clean up or maintenance 
tasks are delegated to assistants who are held responsible 
for the physical condition of the equipment, says Hotel 
Management. The engineering department is expected to 
take care of the motors, to oil the equipment and to make 
repairs only. Standard practice calls for weekly inspec- 
tion of the motors and connection. Once a month the 
engineers clean the connections, burnish the fuse clips 
and inspect all the wiring. 

Many institutions have special night crews that take 
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So much depends on 
ligatures 














WW. 





THE OPERATION is a success — the pa- 
tient out of danger. Modern surgical 
skill can do no more. But will the wound 
heal satisfactorily? So much hangs on 
the slender cords woven into the tis- 
sues by the deft hands of the surgeon. 


Every precaution has been taken to safeguard the ligatures you use after 
they reach the hospital. But what do you know of their source? Were they 
properly processed? For their strength, sterility and absorption qualities 
have much to do with the final success of your operation. 


Armour’s Sterilized Surgical Catgut Ligatures — Plain, Chromic and 
Iodized — represent the finest sheep gut it is possible to obtain. The freshest 
material is picked and scrupulously cleaned. The gut is then split, the 
smooth side saved and the mesenteric portion discarded. This insures 
freedom from weak spots and uniform absorption by the tissues. 









Hospitals throughout the world recognize Armour ligatures as the finest 
produced. An unlimited supply of fresh material is always available to the 
Armour Laboratory and is matched by the most modern methods of manu- 
facture. It is only logical, then, that Armour ligatures have won an inter- 
national reputation for quality. They may be obtained in all the standard 
types and sizes. May we send you samples? 

Whenever a case indicates the use of pituitary liquid or concentrated 
liver extract, you will find the Armour products equally dependable. 


ARMOUR 4%) COMPANY 
Chicago 
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THE RIES-LEWIS 
OPERATING LIGHT 
































A FEW REASONS FOR 
CHOOSING THIS LIGHT 


i. It throws a clear, shadowless light that 
is of correct intensity, that eliminates 
glare and eyestrain and that successfully 
diffuses shadows that are ordinarily cast 
by the head or hand of the operator. 











2. The emergency features engender a sense 
of security which dispels all fear of acci- 
dent through failure of the lighting 
circuit. 








8. It is a pleasure to take care of this light. 
It requires no attention other than an 
occasional removal of dust or replacement 
of a lamp. 






For convenience in cleaning the wired 
glass protection screen is hinged, giving 
access to the interior of the lamp without 
the necessity of removing the entire 
screen. 








4. No glass mirrors or reflectors are used. 
Everything has been done to make this 
fixture as durable as possible. 







Send for our new descriptive folder 


st’Max WocHER & SON Co. 


Surgical and Hospital Supplies 
29-31 W. Gth St. CINCINNATI, 0. 
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the equipment apart for thorough cleanings. This crew 
works on a regular schedule. The refrigerators may be 
defrosted and cleaned on Monday night, the warming and 
chilling cabinets cleaned on Tuesday night, the fruit stor- 
age rooms on Wednesday night, and so on. 

Appliances such as coffee urns, ranges, broilers, ovens, 
grills and steam tables operate more efficiently when 
cleaned daily. These are usually taken care of by the 
regular crew between peak hours. Daily inspection by 
the chef and weekly inspection by the manager are neces- 
sary to ensure strict adherence to the routine. 





New Silver Cleaner and Burnisher 
—A Complete Outfit 


A new silver cleaner and burnisher, which will remove 
stains from and polish forks, knives, spoons, coffee pots 
and tea pots, cream pitchers and sugar bowls in both 
solid silver and silver plated ware, has recently been 
placed on the market. 

The cleaner and burnisher is a complete unit with a 
basket to remove the silver after it has been cleaned, a 
separate built-in rinse tank and a specially designed trap 
to prevent the burnishing balls and needles from being 
lost in the drain pipe. These burnishing balls are smooth, 
hard and extremely bright. They burnish gently. 

The control lever for starting, stopping and locking 
the burnishing barrel in any desired position is conven- 
ient to the operator, an automatic safety electric switch 
being provided. A trap is provided at the drain outlet 
of both tanks which will separate the burnishing balls 
from the drain water, thus preventing the balls from 
being lost and also clogging the sewer drain. 

Cleaning and polishing in the machine are simple 
processes, according to the manufacturer. The revolving 
top is filled half full of polished steel balls of various 
sizes. A mixture of water and soap provides the cleaning 
solution. The machine is filled to its rated capacity of 
silverware, the cover closed and the lever moved to the 
right. As the top revolves, the burnishing balls support 
the silver and at the same time subject it to a general 
burnishing process. After sufficient cleaning time has 
been allowed, the operating lever is moved to check the 
revolving top and lock it in position. The cover is lifted 
and the wire mesh basket fitted to the upper portion of 
the tank. The tank is then revolved a half turn, locked, 
the cover raised and the basket of silver lifted out. The 
burnishing balls and cleaning solution fall back into the 
tub. The basket of silver is submerged in the rinsing 
tank, rinsing the silver which can then be wiped. 





A Heating System That Controls 
Building Temperatures 


A differential vacuum heating system, used with a dif- 
ferential temperature control valve, is suggested by 
American Builder, as a method of securing the most 
satisfactory control of building temperatures. By the 
use of this system the heating effect may be increased 
or decreased without entirely stopping and reestablish- 
ing the steam supply. 

Where steam is the medium of heating a large build- 
ing, if the steam is cut off from the radiators the occu- 
pants of the building or room notice the lack of radiant 
heat, says the article, and experience a chilling effect 
even though the thermometer indicates a comfortable 
temperature. 


















